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4||_.: .During the gas$ de^^ hea]Jih^ m^ has .beGOme an issue 

^oliCf lni:^^ to jBeaJ|K sg heng^e^ siddents Real! i zing that.^|J 

heaUf fi; iinari frdblSem: has iiiahy facets, students have resporid'ferf 

'm^:t^^^^^::^-.r^:^'^^-,^:.^^^^^^ ^^^:^.^m.-\^c ^>;^-.:.:^^^ Studenii / 



J flj:|1.|t^ :f_eGr.u^^^^^ ,prr:ggi:ams, anji to, .exf5|f ! men t^^ .rnof e ef f efctrive 
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.A;s s.|uH(eri:| .^^^^^^^ ^.d i.yersX.t.y_.and numbg t,Jhe^^^^ 

^^^he n c^^^^ l^f U We p t-s^^^ :J^Jl^g ji j^^^ J for a ,^^n.a| Ijb 1 g on f e rJ^n g e 

j^ou JLl^jEji n^ hgajllh ^ d;^ p^Rln^ $^9^ t he 

jl^vex3^fti4#^ to _ eVa^^^^^ tbeic pis:t ef j 

|Hn|t^|hfe a %| l^ajeg^^^ or^£u tu re s tu 

f^ggi y irty ^ ^4? f ^^SftStf^^S^^^ fcO jtPf l 1?$^ ^^^^^ 

jQgff Jfid adrnjin ij^^^ irfft^p^^ gro.UR_.^^^ ^student s wh 

^§ge ^ Gpny V QG^d _ y^^^^^^^^^ hln §,;/fhe r^^^ _ of | he. va r J 6 u 

^^^MhJ^rofgls^hg^ jgdDsl^Jn^r tk^ the^^tiealJ:Fi 
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an?- 
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P|Q^'i:^?n of i rrfip} 
l^^ffly^^Sne snifj J §s 
i|Hl gues t J on bf hpB 
J^marVd fSf imeam^^ 
j^^^nts of J^Be^ y^ni^u 
^e^!ds of d iye r se pat- 
jfnt ml nd j students ^ s t 
Heal th :jB>g^fess i^^n 
/nfo|? I 1 r.ty ,: 1 j4eri su fe:, 
l^rsonnel ^ recru btme 
it^aTtH care, r - 



stfeV^^^^ 

jld:%| ^^ef i; ri|^ :iin 
jrniGreasji^nl n 

peG:|^^^^ 

t^Be heaVf H^ Ifoffe 
n !heaJ^H: ^a^^^ 
s hea^l th^ wof kef s 
rent ppg^u oft^^^^ 
r U G t u f ed; wbr k s 
s: edUfatiiSn^ hf a 

unde^ Ind: oyer 
nt and viabi) I ty 



n:g. 



|6nf%ren 
I O f ^ B r o ld; s e ft s: 
er| Kn the Hea 

*i|:siLi§v 

ssy ons Gan>meei| 
are jtlfal Ibg^ tj 
Ind ^tKat best 
^iih lhU: b 
sesifons tp4,s. 
1 th^^dsj^iyery s^ 
ut^M^^zati on ofe 
of the H#ai th 



Ge agreed that r% 
e of thfi tjef rH./^\ 
]£h_ prof ess i ons; _ 
rgef ^^ssuf- l l. 3: 
the ev e r ^g r ow | n;gi 
IJ ixl^zes the^ ^ 
series ^ un i que 
6M pe f spec t i yegr i 
tudy siich tppi^s^ 
stems J eafeef. 
h|^)^h Gare 
t e am ^ a p p roa g h t o? ^ 
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IGOAL.S 0£ -THE ^eONFERE.^iGE, 



tbje Gonferenee was d|si,gi\ed to encourage maximum involverrieht 
i§f each conference partLcl pant through smal 1 group discussion sessijons 
M0iP-\.5 students). The goaljl of the discussion §r6ups were tw6-foi.fc 



eric: 
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(i) 



to foster an j.nterprp^^^ -aMaf:|hess ambri j;^^ 



to devel bp 



Drb^cri 

recommenda t i ph s con ee r ri i ri g^hea 1 1 h man ppwe r 



LGS'NilRENGE 



(MlfnppWer 



ers ^bf :thd. /Student Ad vlsor^^^ .GoffvnT.ttee to 




B^ifi f#t§^ .tdti it he <c6fr^|eh(^fe 



Bureau df^Jiiiilth 

ijhj:4j^|j§d the^^ A 
laQh studlftt; ^^^^ 
nyii:ted to appoint 
or) ihfe planri:!^: 
to serve on jS: * 





^ticjeRti-Jt^ 
^U^ej^^Osfigfe 



Siudent Affierlfam AJssjq©! fjib^ des i grlated t65 

^^lUoj^^er th^ GpRtl^ol^J^^ jp}iBfn}lhg^ ^ 

loflimi tjee: miffiberJ^^^^^^d^^ fepfeienta^^^^^^ cpfi- ; 

^^errci^ to jJfilVMfe Idd^^l^ |fpUp|_inj6di^ current Vy : 

if off t hi Jij reaU; of cBf^ 1 yth Man pBwe^^^^^ Elduc^^ 1 1 ee;t TheV 

^^IHpWjtnS gfcp^ weeks tpf I pr to the^^ 



irican Assofi^rpft pf Rhysj^Gi^ans 
:fei§ri:Gin^^Bui>U^ 
^soci iy pn-of Seh^ 
\N§t K^^ :|prl Gul H§ 
N§fei:offa] 6K teafib^ He^ tfr O r gin iizai^i 6nc 



#; Wi th the exeeptiph of 

:§^oups; V^il^^^^Qipt ripre sen 



se 



Amerieah Pulp VIg Health Assbci a t^^^ 
, , wj^. ^^^..w^^^ on t^^he^.pt |n^ to the cph-^ 

^ \s a Telu)^£ bf ^6iij:e6tl^ duri ng 

it^e Gbhfe1:eh6ei/ stud^^n^ fepf e sen ta^^^^^ hnvTted^ tb pirtipi patj 

In pbs tr conf e r en^ mee t l n^^ * i t was agrled tha t 

iir the rf uture, l^htefdf scip Iritbrpbrat^ repre^ 

lllh tat Ives from these or^ from the beginning itages^ of 

l^rbject development. • ^ 
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JI^^^P^Ij^P Crbm their own experience 

-qfyi^|§r^cU afidr;ipfpby Im sqUyi!n§ to deS^e;lop:| for the 

^pnf^t^nee struct upf v As. a fmal J i nterldiic rnary wqHk^ group ^ 
tfTelglj^^^^ afel e to B^^ senii f (zed to 

6n^vgn6the^^^ Because tHey shlfed a cpmmph jtask^ 



decided that j by IfrUctUf i^^^^ the^ cottr, 
fejgif.ce in .sm|d ffs^rgp^^^ c6nf ej^^^ ,^ajtt i;c IfSa v 

cd||ji^f!i^ ;Beypn|f t Pfl ^Qp%ri%mM. ^4:m^I^ cRs^ i n- - 1^ 

fplnratLi Q anatKe¥ jAi^ |He :p6^^^ deXe l Q^^ 

rrr|eiS i sc i p HirKaf y jteam !t-g:1'af j^st^ %.^nijpori .p|j^!l:efTi , 

\:V^^^&kt tb^ :|:fi|ji]|ri anfCgt^p 
de^llllidn^rnak rn^^ i t w||v 4grle|^ |Kll.:p§UP igfi^^^ Jjecfini'SMe s sSou Jjd 
beSiMl iied^ Sf Uhden t '^giH^y^ld^ welf, ifell wlB; td-lsl^^^ t w6 rkifiop 
gf^^ Tri |he gyna^^ (^^^he^iifi :i n^l^ ~ 
pjlQ^l^s,. ^ S|ud|Q,tV^^^ on 1 argei 

s^^^^f ^e^|;pfih| :;^Re: 'Ji^efs_^pf^ ^M^^^^ ^ T/^ 

th§ g npu - 5^ 



^iMt. 



as a:Psc^ apiefd^ Jth^^^^ ^ 

explfit j sd tri^ t^^^^ Issue a^4|s. ^ eoU j d. 6|f eK^ ^aj u a ssj startle 

tolggjksh^^^ gfpups and sRpul^d/b^^^^ ifMefi^ :T 

&^QMW^s^^^ iptft |Re' publM ^nd p^^^^^ leclpr i pa t§; 



i cat i ons were di stf i^^b to sfudents thrbugh student Heal tS^ 
prqf^essionaj ofgan jJ:4ti q^^^ WJ Shinlirx^^^^^^ bQ^t 60 ap^^^^ : £ 

we|#|9ubmi tte to the ha|ionaT staff,/ th| p^ahBjngrc^^ 
thllfappllc^ oh the baij l of present i hie^j§s,t-J^^^ 

m^ap^jjh he matiBjbwef a^t ivi ires i "Iw6 fiuhdrlsd'Wd ff^^^ f^Mf students 

Wel^Pj nv i ted to a^^tendu ' " ^ ^ ^ 
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ANAlgfeSIS OF XONf^ERENCE 



pecQ^ ions 
d^fefmi hed efforts 



Gonferehee was held in Chicago 6h^^ 12. 
TheMtudea surpassed cdhference pngani zers V ex-^ 

i h t efM 6f thei r 6^ehh|| t6 pn^ and t he and tKe c 
to fUliiy e><pl6^^ discuisjbn „Students 
wp|ked. to devel op the i r f i hal stiterfients ^and f ecbmm^^ 
i n tpftSatu rday ; even i hg^ fpregoi rig t i me s^fo al i de f pr re 1:|xat i oh and 
amusiment . The recbnimeridatibhs th developed represent bf . 

intehse discussion during whicfi time the issue^s wer^ thbrbuqhly 
anaKyizedi 



mm 



-4- 



-11 
^1 



j^^Sl^u^en t panti ci pan t ^ weneiovf rwhe 1 ml hg l^y enfcftui^ i^s t?i c about 
fH1#ie>c^)eri efi V^aHn jlng a^^^^ f^at tth^, Rrpvided 

;tKfi||1^as mcrMtk^ knpwV^d^^ and unHer^^^^^ 

fieaiil^hLp;^^^^ pfi^^^ fi^^ the yiJ ue of \ 

Jli^lRf 5^^^ ^Bien 'asked - 

unam;m6U Bhtfe :i$^^iasg0%: 6i|o n^|&nT^|^ uftfe itd ^ 
jlnfeMc^^^^ pntera^^^ defy of 

jgUf^r^ijna^iy^^ ^ 



M^^iJ^tat^ ^j?1^f^p|^0 mo^ as 

^^f^id^fngi|if of acti^Hi 

f|lpirvn1h§ taA^fcfe lom^S^ani^zJi^ for 



gigelnme nt ^ Fo r K^^-^^^^^^^ t B| # 1^^^ ifnVgl yed^^^ h e^;c6 n f f f e was r 

^gaU^^?^ tHe^^^ of ^ 

Bespit thf^ugB^ ^piinflt^ |>cgl^M^^ an. % 

^SnlieJ^ pd^ Hlakth^s^Mng ^ 

tR^ifffdrts Bej^ aggnduel^iTpaltH^^ Hafcrpnal ^ 

I B^illtut^l p^^ acfilMe^l y ^upppM thei b a^l^^i es^^ ft Ifs J" 

hp||| t hit the s p iif i t; of co - d| # RaMon^^^t^ 4^^^ ! PpaA 

fffj^^gh the conferent^Wi 151 6 ^J^^i f utiir^V 
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WORKSHOP # 



CONFERENCE . QUEST (ONN A I RE 
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t-t-' - ^ ' ' 

I;' ^ 

{f ; : 

T- - 

It tesponses 

I; - 3. 



•|fie£c6nf=efehce and; pr|hni rig eoiw are iriter«s,ted i n 

de|erfti;n1:ftf^^ ffact-iMs ;ti6L tft|; !C(|n|eiten<!i^^^^ . ^jf^as^JUjjJ 

thi s ^om out arid ^fetUf-n i t to; the fegi stratiion desk, bet 



Sunday ^ j^ase^ci^clerthe lapi^^ on: the^^cai e # \ - it 



Wllltthe cpnf^^^^ understand i ng of the 



;tQ|SppeaB^|xt^ 



mm 



2 

76 



3 

27 



4^ 
9 



5 



6 

3 



7^ 
0 



Djai-Lh^ -i nl^fjTi s^^ arid ihe' con- 

ftffnce itsf If jfurifBlr^^^^^ the vljue of the 

''heiiythntllm!' -ippco " V • 



toga; ;g re a t ;ex t e n t 



riot at all! 



1 

66 



2 
59 



3 
31 
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DjfflSthe , conference change your bp i nion regard i rig^ the .f b i lowi ng 
health discipl ines? ' . * 
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qpfnibn much higher " 



sponses 
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Wspprises 19/ 
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34 
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30 
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Allied Health 
61 

Dentistry 
ft 

70 



op i n i on much Ibwef 



5 
0 



6 
I 



7 
0 



I er|c 



pp i n i on much h i gher 



opinion much lower 



responses? 15 



responses^ 31 



res 
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r^spbnsest 



respoolesl 45 
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responses 5.4 



. responses 29 
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responses28 
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25 
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33 
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42 
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45 
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25 
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31 
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Medicine 

4 
72 

Nursing 

4 
53 

Optometry 
4 

' 47 
pstebpaithy 

• 4 
35 

Pharmacy 

4 
30 

Podiatry 

4 
12 

Publ ic Health 

4 
58 

Veterinary 
4 

42 
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4« Do you think that the workshop activity of developing recommenda- 
tions and mandates was a^ worthwhile exercise? 



very worthwhi le 
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responses75 
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44 



3 

30 
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not worthwhi le 
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?5^i.. Did workshop discussion servp tp increase your store of knowledge 
(f^cts, data, concepts) in the area of the workshop topic? 



much increase 



no increase 
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4b>v.. Were you able to increase your knowledge about other topic areas? 



.:: i; V .^.much-ilhc^r^ 
--Me$ go|rs e i; ;2 9.^ M 
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&lr . 



4. 
25 



no I ncfease 



& A s a result: of thi s mejt jng^ h you beeome- famM far with and 
" > I nterested in any ongoing projedts I n which you may parti ci pate 
\" i*n the future? — 



i 



responses 157 



hb 
11. 



ii 

ii 

11 



^ffQ . What is your react ion to the following aspects of the con- 

f^-^ference design? 



a. Emphasis on small group discussion 



5 favorable reaction 



: - b. Emphasis on participation in single workshop group 



fei 



unfavorable reaction 



f avo rab 1 e reac t i oh 



1 



unfavorable react ion 



2 3 k 

£r;esp5nsel 48 19 12 

, . c. Lack of big name speakers 

favorable reaction 



1 



5, 
17 
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unfa/orable reaction 



p. . 2 3 4 

il responses 75 42 16 27 

- d. Use of workshop facilitators 
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f avoTab I e react i on 



unfavorable reaction 



j^j^^ Responses 70 
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9k what are y_oup suggestions for changes in conference structure? 
Most common responses: (1) madie conference 1 onger-57 responses (2) improve system 
for workshop shuffle- 17 responses (3) develop better adyahce material on work- 
shop topi csM7 responses (4) invi te„ a broade r rang e of hea Tth d i sc i d j i hes- 1 5 
responses include a general session- 1:5 re s p on s es(6)^ imprpve ut i l^^i za t i o h p f 
resource pfeoplg'- 1 1 responses (7) deyejpp^^^^^^^ dist rtbutijPh 
within workshops- I I responses (8;) i ncrease i nyol yement: and resDresenrat i oh 
of minorities and women- 10^ ^^r (9) change group j>rocess techhi ques-8 responses 



Id, Do you support the idea pf hoJdihg national i hterdjscip) i nary 
conferences bh ah^^a^^ 



:s f f oh g, su p pp r t 
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WhatLi\rt/as t^^ the eonferehce? 

J : ^ 

Most commo^nv resp^^^^^ (1) oppbrtun^i ty of i hterd isctRld riar^^^ i nteract ion- l47 



res pon s es. (fz ) sma l I wo 
Iha khow.V e^ger 7: J^g sponses 
(5 ) *uh i f i car i on of 



r kshbp s r ryct u res^^^ 3 ) opbo r t un I tly- f p r increas- 
(if J use of grbup-rprocess te responses 
ml ho? I ty^ s tuden c 5 t n c 6 3^^^^^^^^ (6) 



deve 1 opmerit: of riecommeM i pns-4 responses 



What was the least valuable aspect of the conference? 

Host common responses: ( 1) not enough time- 19; responses. (2) dissatisfjed with 

^^huf f Ip-- 1 ?^rpc;pnn^fi<^ ^) r^<^nurr.^ pp^n^^^ ^^ pnorTy uti 1 Iz^ pobr hotel faci] 

tfes-r6 (5^) i nsensi t ivity of whJ t§s to m^^ (6) Friday 
hiqht ^nr 5 ( 7 ) rpgf r i r f pH tn a «^ i ngl p wo rks hop- ^ (8 i nsuff i c ient represen 



ght 

t ion 



of al l; heal th- rel ated 

use nf fari ntaf-nrQ->^ 



fie 1 ds 



IT 



(9 

as i on 



hbteU top f ar 
develoomen 



fi*om 
t of 



downtbWn Chi ca 
r^splut ipns -3 



30-4 
12^) 



failure of adequately disseminated resol uti oris at the cohfe?ence-2 (13) lack 
general' sessionr 2 - 

Name of delegate .(optional ) , 



I - 
a- 

of 



Conference proceeding willHnclude background papers, recommenda- 
tions and mandates and. student project, descni pt ion data. Would 
you be willing to pay $3.00 in order to receive a copy of con- 
ference proceedings? . - * 



yes 

responses 149 



no 
15 
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BAGKGROUND BARE-RS 



ReseaPGh papers were deyeloped^ seleGt 
student part'i Gi pants priof lo the GdnferehGe 
as. refefence ffiatenal for worktop dKsGussidhs, 



HEALTH PROFESSION REeRUITMENT AND RETENTION 
WITH CONSlbERATION OF GENERAL. MINORITY, 
AND SEX BASED PROBLEMS 



Dehni s B ; Dove 
University of Cinncihnati ~ Gbllege of* Medicine 
Student American Medical Assoc i.at ion 



•'Medrcaj cafe J h the U.S. is more a Gdl)lecti6h 
■ . Bi^ts and p^^^^^ oyef l appi^ng^ dupinca 

great Q:a^:sj hi.g^^^^ and^wa^ than an 

irn|egfated^^^s^^^ whj ch :n§|dl and ef f orts are 

> g1 QS'el^ .re^iiat(|tf^ — 

^_^^^he abpye ^GO^^ Cbmmj s.sJpn oh 

Healll|| M^^^ i n 1 f s voJ u^^ t^pof t provided^ J. succinct 

dies^i;ptJ6lfi ,pf the -non sy:S;tefn> sy^st^lm of ^nfeaPl th ^care ^el i very Whj ch ^ 
seM§s the people of one of the Pphest couflf r-lei of th§ world, this 
GQn^lntra^ persjsts despite the fact that vye^are spehdi;hg far more 
on^jlfahth thari ever be^^^ Conservative elt^^^ indicate 

that-4:n j57l kpptdKimt^^^^ Gross. :Nati6ha); Rr6du 

or bi 1 ] ion was relJted So heal th expehdj tures , 

In the ensui^hg y^^^ sjhce release of the CommUs i on s repb we 
hive^ luGcessf ul jy drowned pursed c^lamor prddUced by.^the 

exp|Xrts and nbh experts, by all fchi confe and Congresses, ind 

by a|!\l the workshops and papers whidh have attempte exarfiine the 
pr6bl|§ms inherent in our hoh system and to provide vribj ^ spl ut i bqs ; 
But a^^^ after the expend i ture of innumerable man" ahd^ Woman hour.s, 

and: even after ah impressive f ihahcial outlay; the ehactmeht of 
vilblP(B solut ions cont inue to el udje us, and we coht Phue t o exp^ 
effppts recohvincing each pther of the existence of the problem, and - 
of the worthiness of .our- suggested apprPaGhes for' its ai leviacibh. 

Thus it is with some temeri,ty and sbbriety that we should approach 
thi| Student conference bn health mahpbwer. ^Temerity because it may ^ 
be I character! Stic bf our youth in venturing ihta areas which have 
been well trampled as described abbve; sbbriety expressed in the know- 
ledge that we are in the^ dawn of bur professional lives and perfbrce 
must choose whether we accept, the patterns of the past with a^I I their 
obvious and hotj sb obvious limitations br define new patterns and new 
directijons. I tv^ my hbpe that the majority bf parti ci pants present . 
at thjs conferehc^^ubscribe to the latter concept and with this in 
mlnB^wi 1 r coht i nue with an examination bf one of the i^iore important 
aspects of the current crisis. 



Health Professions ReGrurtmen and Retent 1 oh - General Considerations.- 

In the beginning of any disGussipn of a topic it is useful t^i 
provide a defihitioh of terms. This would seem to be most appropriate 
hf re since jp th4 past few years the term recrui tment when appl ied to . 
hfajtii professions has taken bp added significance. It is now pr6per 
t6 use it ohiy when Goupl e to the word retent as i s done in this 
ion f^^ fence . One definition pfpyided by workshop participants at thfe 
l]97l AMA* sponsored eorigreis on Heal th Manpower may be part icul arly ^ 
us§ful here. ^ - 

"Recrui tment^ health careers is a cbritinuous process . 

V embraG^ln genera:} pubJlc in- ^ 

. - f ofmaliph pn^ the e^catLpnal: a pppbrtupj^feii^es 

th|: heaMh f i ej^d^ (:^^^ ifpd^i^yldua]^^^ to; chbSse 

hea tth^ careir s ^ (v3^) ^deH i h te rest edj MrndirV i dual^^^^^^^ 

(4^); §bnt ifnUp^^ ef^brtjs^^W^^^^^^^ irridry^Ud^ to Gbun|el 

ahd^ il^lle MMp IP; #iy§iMp .and;^ 0^ 

Gpn^^jmupu^ .^etliifn. j^fiRed afid 

\ irn heahth^ caree r^ who? flaVe bef n^ irecru^ictexi ^^*' 

Inherent in fhis deftnltr^^ is the concept that recruitment ge^^^ 
seVi s mul:t ir^f a ahci most impprfantTl y does not end whgh the Ink 

^d|^y,idual so ^ttKfdted^ ehterls t^ eHductt ibhal i nstiitutiohs. RecrUii^- 
mint Gpritihues in the form of (efforts to mi nimi ze the individual Vs^/ex it 
llpm the educatiphal pathway. • 

. jf^eorui^tmeht to the health field as def ined above and^ as we knpw it 
?ifs a haphazard proc^^ frequently based on embtion only. This 6f:ten 
jlesults in the pac^me^ of trainees and later enter! wij|h 
(unterests and^ aptitudes poorly matched to Job requirements. Tbo ftrte" 
^^iXy also theHe hs i ser ibus 1 ack of un i fbrifir of credent ials 
nlcessary for erfiplbyment in various fields and' coupled with thi'*s * 
^there; is frequent iriapp^-opriiiteriesi of the requirements for these 
Iredentials. ; But despite this knowledge, we continue to actively recruit 
grrpspective heal th team members intb a burgeon i hg bewi lder! hg arra^^^^^ ^ 
of health professions. * • 

An extensive series of reports and special studies in recent years , 
have projected shortages of health care persohnel , especi aj ly physic ian^ 
dentists and nurses {3 A); and pronouncements have been made that to- 
day the United States heeds about 50,000 more physiciahs, ''a cbuple 
hundred thousand mbre nurses*' aind almost 150,000 rhore technicians'^; 
(-5) At -the same time it should be noted that civilian employment i'| 
projected to grow from, roughly 80 mi 11 ion in 1968 tb 99 1 1 *^oh by- 
1980 or by 24% .while health pccupatibns are expected tb show growth 
rates exceeding the average fbr the ecbnpmy. ' (The largest increases 
are expected In the ''allied health" group ahd the smallest increases 
ixpected for physi ci ans, regi stered nurses and dentists). (6) Some 
bbservers however dispute the existence of a current or impending- 
Shortage. They argue that" the real problem is the maldi st ributibh and 
inefficient use of personnel. They support this position with the" 
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fajG.t .that the ratio of doctors arid dentists to other (nev/ and es- 
ta||4shed) heal th workers .is raf3idly increasing. However when one 
examines the uneven geographic distribution of persdnriel , the long 
\f{^Mlng l ines for emergency -seryr hbspi tal-^ cl i n i cs , and th^ 

f^^t that 15%; of all physicians in the U.S. are' grlduates of foreign 
m^iaJcal schools^ there is rib pther coricl us ron posihb'le b that - 
indeed there does exist an acute shortage of major health persoririeU 

^ Orie of the major problems in assessing this: shortage is that puf 
knowledge of it has lagged^^far behli rid its deVejopmerit^ it is almost 
as> ithbugh we. are tooki rid It- h^ manp6%r for the fi rst time arid 
dirl^epveri ri^ that fully $5% of th^ vyorkef^ thi s industry are i rij the ' 
aJ|lli:ecJ heaU^ But the f^ct rem^^ that we ^ 

kng^r much more about the 15% tha ri aboul the 85%, arid; i f becdffies imf 
pe^feat rye^ that^ we deye l p sou rid arid corit TriuT n§^^^ daia ba^e. ( See re f er-- 
enqe%: 7&8 for ayaiil'lfele dat§ pri a^;t]^ed-hei^ 
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C ; The Assbci,at|bri bf Ameri^can Med/ica Colleges repprts 1 6 8 medfcal 
schopj s vji th .a/tbtaj erirbllmerit bf ,^^00 stUden as oppbsed tb 86 
SG_hpbl s i'n 1960 wi th^^^ri §rifol Imen't bf 30/p60 studerits -. fhi ierirpll - 
meri.f iricrease I s i fid i cat lve ribt bnl y bf the bp6ni:rig, bf riew schbbl s, ~ 
bul^^ al so bf the ex pa n s ibri of ^c la;s s s i ze it moi t o the rs . (10) There 
has, been a coricbmi tanf "acce/lTFated^ dental school plades 

iniVrecent years, and estimates prbvided by the cburicij bri Dental Ed^ 
ucatlon of the American Dental Assbcl atl on prbj ebt ari increase frbm 
4^-^30. dental schbbl eritrarits iri 1976-71 to 5^400 in I98O-8I,. (11) 
Similar data for the nursing professlbri reveals that '*while the number 
of employed registered riurses has growri^at a faster rate than, the 
general popul at iori^fbr the past* 5 years, a smaller percentage of high 
schbol graduates have seUclted nursing as a Gareer*^ (12) Without any 
fqPther elaboratlbri on the data for riUrsing above, we should use it 
tb St irflul ate the need for a wbrd bf cautibn, Iricreased manpbwer pro- 
duction has beeri highly tpUted as an effective means of relievirig bur 
''adUte shortage^^ and so far this iricrease has prbceeded as a result 
of .| direct linkage to the federal mbnetary plpel i ne. But this pipe- 
1 Ifie has produced at best an erratic supply and is apparently showirig 
si^gris of -becoming even mbre erratic. What next? 
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In a similar yeih^ what about our predictiohs of future enroll- 
ments. the Carnegie Gommissiph; Report *'New Students and New Pi-aces" 
€9) cautibnl us to be sjceptiGal of our predictiohs and to becpmS 
^^avyare of the many, prevail i rig eg. Financial stringericy: 

wJ j 1 there be neW places' created the addi tional prospect ive student? 

Labor market^.corid i t-iphs: w wp -l happen when the labbf marke^t no 
^jphger genera 11 y absorbs col lege gfadUafes at the level of training 
^|hey have acgulfeedrC^^ al ready securing in some f ields?) ; the 
^Glii t^Liral Revolut ion; many, young^pepple how seek ybdat ibris outsi de the 
i|)pratib Alger syndrbme than ever before; ^ The brfth rat^: what wMl 
ibe the effects of zero p^ growth? PubUc Pbl i cy.: now ^reassess 

f:rig. i ts support for' hi g^^ ; the Kevy Educatiprial technology: 

t|pft ware arid hard ware Whic^^ bin, permit every 1 i.vlng. rbbm to beepme 
4 Glassrbc^ 

"l' • However,, at ]easi_ f6 pur predicti^bris are f u/l KfTl 1 etl^ 

Xhe nufnb^^^^ of persons i n -the: c^^^ age ^jroup actuailiy Enroll edVin 

jhjrgher 4ri0J5tut:ti.o^^ i| shbw4:h^^^ sigri^ ^bf plateau i rig at 

^Pl^^ Pj^tifl ;eriftglflm|n Shbv^^ an i:jiGr 2-^^, wFuile 

Itotli 'graduate enrp^^tme^^^ bjy- ^5%;^ In the U 

XlajTeges^^^^^ wHMe: t^ largest |iip Ih enrol Imerit,. s6ci:al 

^ork, riursirig arid scier\Ges rebbrded the greatest Iricr^elses. 

fM the same t:i_m^^^ schopls rlpor t^d a recp^^^^^^ 35,000 appTicirits 

^ompttl riig for ^^OOi sp|p|s In rieict yeir '^s fj^shrtiln: blasi, thnin 

;|hi s gToup of appllf^anf ijri; 
:#.A. and Ph .D., df Jf4f:^ h^^^^ as Well : as pehsbrisVwK^^^ erigi rieer- 

tung fields |f teK^raduati ori^ f rbrtl cpt^l eg|i Ori Uri Ivefi^hty 

-of Sbutherri GaK^fbf^^^ arid PK cbmlaPed 

|a zerb twb\yea/r^ Nb^ sTmi P|r burgebm rig^ i*ri\terest has beefi 

^eyJderiGed in dental §rid aklUed Real^ * ^ 

T ' 1 1 Ts thus evi dent that riew aPignmerits ijre atready beginning: tb 
take sha^pe Wrthrn bur enr'pl^^^^ patterris. However^ pur abi l i ty tb 
cope wi:th. these is inexpl icably coririected to bur abii rty to restructure 
the educatibrial prbcess i tself as. i t relates ?tb tr^ai-riirig bur many^ 
.di fferent types bf 'health profess i brial S; therfe ari mariy quest ibris 
delated tb this festructuri rig wht^h riB^quire arisweri and I shall nierely 
{pose a few of them here, leaving the ariswefs to the bbnf ererice part i ci - 
pants. (1) Can quality riursi rig educat i bn cbnt Iriue tb flbUrish while 
^the iriterriecirie caririibal i sm continues wi thin i ts rariks and thereby ^ 
perpetuates the exlsterice bf three' mutual ly exbl usive types of tr^aining 
programs? (2) Cari derital schbol s ^ c^ their elitist trairiirig 

programs which train only dentaj studerits and cast off their assistants 
ind derital hygenilts tp be tralried -at proprietary sbhbpj s away from 
the parent University? (3) Can pharmacists successfully bvercpme 
.professi orial group hostility ^nd .es tab ] i sh themselves as dtrect^artici- 
pants iri patierit care as opposed to their currerit role as mere ob:l;i- 
'gatbry observers? {k) Can medical schools become respbrisive to the 
individual human rieeds of their students arid permit them th.e freedbin, 
with guidance, ,tb plbt and define their plithw^s without having tb 
subscribe to the ''herd'' concept of medical educatibn? Only when we 
have answers to these and to the other questions regarding relevaricy 



of :Maj-nlhg^t^ Gomrtiuni ty expeetariGi es. arici n.eeds can we begin to 
c 1 ea frly def Ipe possible al ternatives to. which all health professionals 
and :|tudents eould subscribe. Maybe then we could have g:ecruitment 
prbgr^rns related to broadly based health career training programs 
wi tPv^.educat i^ based pri a ''core** experience^ ( 1 3) Specific career 
chblMe and special ty traihihg would be delayed until the student 
knbW|r what he i s chbosi-ng and the feacheTs know enough about the 
stullhts interests and atti tudes to cpuhsei wj sel y_. We could also 
hpp|\that these train ihg prpgrJms specific curricular 

dbj^i.atives which ai^e planned to ef f ect i vel y bu I existing skill 

.and fknow ledge Ihd thereby avoid uhri§e§ssary repetition. 

Hea%gh Professions Recruitment and Reteht-rion-Cbnstderati^^A^ of 

HrncrdiityC^rbiups^ ' ' ''^'^ "^'^ V" " r ^ ^ " " ' ^ 
— ' - ^ 

, ;lht: iis. exceedi ngl y nare. today .ip rev i e^^ any , pub ri cation whi ch 
p reseh t s In f ppria tJ pn r^ga rd i.rl 9:^h.eai t h.,. Xpa r ti cu la r | y heaj t h mahpowe r 
f rlajfnjm^ and' hot f i nd; some irefeTehce if inpt an enti re af tic;^^ e, 
dey^fl^^^^ iHb\S[ey§^^^^ i:s Hisfc!rf ssin^^^^^ 

tha|:r>tfie pf fhbsei ref^^^ are s^eci f i c: to^ m^^ Thi s 

fa©g%s not Ipp unexpected" ^^f^^ Jp trace tile inybrvement 

of iQine: riph mi.ripr i ty heaj^th^^^ rfii hpri |y aff airs, i t 

woujld^^ immedi-ate^ appaf that the Assoeiati bh pf American 

N(§di|gal\ C^^^^ arrived} f'^^^^ to cbfner the market of 

ayaKabie funds. Thi s Asspciat^^^^^ presumed |b address i tsel f 

to prpb:i:e^^^ of minpfi1&r^|^ i^ all of the heal th prpfessibn The 
thpflgh^ exp:re§sed sjprrie ^that this arid subsequent events 

hav^J^nepfilsen '^cpfpUhg of age*- of th# mi nor i ty in the health 

prbf^ssibhs. . 

;^rhdeed> it has been a cbmirig bf age, fbr it bccurred at the 
samei t;ime that the so cal l ed mi rority peoples pf this couhtry began 
to 4asfc off thei^^sh^ackles that had been placed on ^them for centuries 
by 5tjr genetically inferior pale skin brothers. However despite this 
arinpuhced *'cbmi ng'* of four -years dur^atibh full real i zat ion of its 
pbtehtial has hbt yet been attained and we must perforce struggle 
through^ many personal , local campaigns in: order, to carve out relativeiy 
smali] ,ga i hs% Much data has been brandished concerning minority re- 
presehtat ibn in higher educatioh and without some detailed analysis, 
oneVcari be pardoned fbr reaching the conclusion that the friends of 
increased mi nor i ty representation should iJeclare a victory. But this 
wbuid be hbthing other than a hollow victory. 

A study performed by the U. S. . Of f i ce of Education in collaboration 
with the Office bf Giv.il Rights reported the data shown in Table I 

(14) for minority enrollment for the academic year 1970-71. 

A comparision with similar data, specific for medical schools 

(15) / reveals that in 1968-69 9.1% of all students (undergraduates- 
graduates) enrolled in ihstitutibns of hi gher' educat ion belonged to 
miribfity groups, whereas only "3,5% of the total medical schbol classes 
were sb classified. Data for the academic year 1970-71 further 
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reveals a 1 6 J% mi nor i ty enrol 1 fnent but only 5.7% medical school 
enrpil'imenti - Similar data for 1970-71 revels that niinority enroll- 
ment in schools of law and dentistry were 5»8% and 5,3% respectively 
(160|; .while minor I ty students composed 7.^% of all graduate and 
prof ess iona 1 students ; 

^Prel imi nary _data for 1971-72 indicate a '5% increase in-^fotal 
graduate and prof ess ibna) enrol Iment with minority students' showing - 
a 30^ i ricrease wi thi h thi s g^^ AAMC data for medi cal school s 

i ndjliate an ( total ) enrol lment 6f 7 .05% mi hori ty ' students • 

iBasic assumptions (15,22) i nd i cate a 6% fhed i cal career interest 
amofi'g, Bil ack col lege f reshmen as , compared to ^-6% f or non minqri ty 
GoiJIege Rf:eshmeri; a :25£ prpbab^^ of a mi nori ty col lege f reshman 

i;n%le§:te^^^ i;h a^^m^^i?^^^^^ ^career attuaJ ly^ to 
fi1edn:Gl^^^^ 35% probabifcl^^^^^^^ for rion minbrity 

sMMfits;^: 4ni a 7,5% pKS^^^ apphicaht being accept-' 

eS:$^^4\'§^ SGhool: ai^. .donlpared ta | 6^^^^ for hi s non 

,mjSS:Wi^t^^ WMhr these:^:^ mi nd ,, an 

anlcliylfis bf phev^itous 3|ta should llay^ bp rest any misconceptions 
cunn^nt^^^ of an adequate pobl bf 

**qu'|1iilf ie^^ mrhbri ty applM cants to healith profess ibris schools. 

i^Jfl^s wLth .most undertakings of- th^^^^ kind, ^the campaign to increase^ 
m i/nSi^i:t^^^ fi^presehtat i^b^^^^^ spin bffs, the 

maj^drltfy bf which appear tb have more di-.rect implicat ibns for the 
nbnSfnjnprit^ student;, these spin bffs in them been 
the^:^laGtors which^^g^^ limited success achieved to date.^ 

Theif:6arT. lign itself has other significance for this interdisciplinary 
student cbfiference fbr it did indeed receive its initial impetus and 
.dif-eGtion f roifi a s interdi scipl-inary situdent group bperating 

under the aegis of the how defunct Student Heal th Orgahi zatibns. ( 1 7) 

r the spin bffs referred to are as bountiful as they are meaning- 
fuU^, First, despite the fact that the struggle was initially engaged 
bn the turf bf medical schools, it did not remain there for long, 
for ;|he injustices which necessitated its be^irig were apparent in all 
sciip:51s of the health professions. Next, one could not address 
onel^lf to the i.dea. of i ncr^ased mi hbf i ty representation wi thout 
thpppughly examining the entire process of admission to. these insti- 
tutions. This examination includes the factors preceed.ng ad- 
. mis§ibn i.e. recrui^tment , the admission prbeess itself, and finally 
the Consequences of admissions i.e. retention and eventual graduation. 
Because bf this we can how point to changes in admission criteria 
used; for all students in which the "human aspect** of the application 
has begun to receive a status equal to the coldly statistical aspects. 

Retention itself has been redefined, changing from the negative 
concept of being measured as att ition rate, to the inherently more 
posiltive concept of doing all possible tomaiixt^in a student in the 
educational pathway of this choice. This ih ilt'self should do much 
to reduce to a theoretical zero the absymal rates reported for 
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several ;p:iibf3.es.sJons, For example, of every 150 students who enter, 
^meri.Gah col leges, 4o fail to graduate (18); pf every 100 nursing 
ffudents who enter col legi afe school s of nursing in this country, 
4'^ f ai 1 to graduate (19); of every 100 students who enter the ac- 
cf^edited American law schools, 43 fail to graduate (20); whlle^ for 
JV^ry 100 entering medical students only •?* fail to graduate, (21) 
^^he data for dental students is assumed to be similar to that for 
'meBfc^l schools, as suggested by figures by Parkin-, (22) 

\^ ^ Nelson e.t al In a task force report produced for the Associa- 
t?M:6n of American Medical Colleges related to minority representatLon 
i?n medical schools defined an "Educational Pathway Analysis Systems" 
approach for anal yzing the educatj pnal pathway leading to the attain- 
ment of the professional degree. (23). In this analysis (Appendix 1) 
tfe educatiohal v1ow pfpcess Por medical educational is 

de^Uineated Into the various stages through wh ich a student usually 
3#sses In becoming a iphyslGjan- the trafisi tlori from one stage to 
an6ther is then investigated to deternUne tho reasons for stuJeht: 
e#lt f Torn the educational pathway. "Adjilon Element defined as / 
individuals, orgapi zati ons a.ndi lasti tutJ 6^^^ have a responsibli lty 

foP or ah interest In the educational process are shown together 
Wj/th the main act ionis -each group can take in response to specific 
reasons for student exi t from the pathway. Through this approach 
any of the .professions re"presented, at this conference (or any other 
fjo> that matter) could conduct ah evaluatioh of its educational 
process, ahd by identi^'yrhg its Ipeclfic exit points could begin to^ 
develop dat^ under each action element to neutralize this exit factor. 

As an example of how this system works, let us take the recent 
announcement by the Ford Foundation that it plans to devote 75% of 
ilts budget for higher educatioh over the next 6 y^ears ( |l 00 mi 11 i6h') 
to promoti ng , an expansion of minority o^pbr tun If y I n colleges and 
yhi versi t ies by increasing scholarships ahd fellowships support and 
through developmental grahts to the black colleges. Putting this 
under the appropriate actioh element Foundatiohs on Appendix I, we 
,c#h see how this would have a direct effect of minimizing the chahces 
that a student will exit form the edUcat i onal f 1 ow part i cu 1 arl y at ^ 
stages II and III. In simi^lar fashion we may'^also plot the commit- 
ment made by the Sloan Foundation to expend the majority of its 
resources for a five year period to secure minority interests in the 
field of medicine as well as the previous and continuing commitmehts 
of the Josiah Macy Foundation and the National Fuhd for Medical 
Education in this regard. 

♦ 

Under the appropriate Action Elements we can also plot at the 
ear 1 lest stages of the educational flow, the efforts such as the Na- ' 
:tional Medical Association's Project 75 (24) which, by establish- 
ing contact with students, their parents and counselors as far back 
as high school, hopes to achieve its goal of implementation of the 
AAMC Task Force Report (25) of achieving a 12% nationwide enrollment 
of minority students by 1975. Similar effort^ are also being 



conducted by components of the National Health Council, most notably 
the rndiana Health Careers Association and- the Texas Health Careers 
Association, the latter are more locally oriented; their recrui t- 
menf efforts are not limited exclusively to minorities, and their 
appnpach is toward i nterdi sci:pl i riary recruiting. There are many 
othfr programs of these types, with several addressing the heeds 
of specific minority groups., as well as specific professions, the 
AAMe pub] ished booklet entitled "33 Programs to Increase Educational 
Opportunity for Mi nor i t ies i n- the Heal th Prof ess i ons" (26) is an 
excel lent source book in thi s regard. .- - - j, - 

Despite all of the tpken advances del i neated abpve, Enemy #1 
stplfl persists in the form 6f the pattern of Institutional Racism 
whi;cH. rbore of ten than riot current ly supersedes and ericbmpasses per- 
sonal expreM «i6hs of rac hsm; thi s erieniy reirs i ts u§Ky head i n 
mariiplaces of bur health irrs:|ityti Jt c|ri be fAund iri the offices 

of jmany deans, deplirtmerif chai rrtieri, facul ty members arid eve ri among 
feJIIfowHstude.a Ut/c^^^^^ i tieUf subil y "i ri the f^ 

iri tense ^ psych olggi.c^^^^^^ |ref su res ori /the i sola ted mi rior ity studeri t , 
or ias differences iri thp gftadi fig; of exam 'pi^p^ri . * Vt i s everi more 
obv^jlQus in the disbursemerit 6f f|^ or as the 

failpHe to necruit mrriprity f acuity ^nd admlnistratprs. It is 
m^riilfested as fearful curioii ty wheri grbups of morb than 2 or 3 
minority students are seen rapping on the campus. But It is present 
aridilit must be rooted out. 

Hea1|t-h_ Profess ions Recruitment and Retention Considerations of 
Sex: Based Problems —————^ - - " "~ ~ 

In the past decade and a half, Amerlcaris have been forced to 
acclipt several bitter experierices as facts basic to their existence, 
Man^r pf these have destroyed the sancti ty of the o1 d order of th 1 n^i 
anditthrough much questibriing arid self examination we are beginning 
to define a new order.. But) let us not fbrget that a riew order Is 
merel y the representation of a real 1 gnment -&f pld forces arourid a 
new iegui 1 Ibrium. thus we should perceive the "Racial Identi ty Crisis, 
The Womens Liberation Movemerit, The- Peace Movement and all such groups 
as ifibrces seeki ng defiriition of- self and position within the new 
reaUignment. 

' ; With a new order being created around us it would seem that it 
would be a gross affront to our sensibilities to accept the fact 
that women , who comprise over 50% of the total population, and 
cbmprise over k/S of all persons employed in health services, only 
represent 7% of all physicians and 2% bf all dentists. But maybe 
as a nation we are immune to such things. We have condoned 
by bur silence the equally vrsible data of a majority of our low 
level workers being minority persons with only an occasional one 
present in the higher levels. 
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The problem which emerges is thus one which relates d'rectly to 
the representation of women in the upper leye.l of heal th workers 
SuK rlnia?ks wh ch follow in this portion of the P^P^^^^l' i,^?. ^^"5 
directed specifically to medicine and to a 'esser extent dentistry. 
This however does not deny the fact that some problems to be discussed 
for w^ien in medicine are also applicable to women in other health 
careers "eqistered nurses provide a most worthy example Present 
dtti ndicatis a total of 1,200,000 RN'I in the country, but perhapr, 
at many as 500,000 are not employed in their professions, so that 
11 ah^givent me approximately I out of every 3. prof ess i onal nurses 
?i fnact ve The reasons for thi-s are varied, with major ones be mg 
^'d-anfm^r between personal and professional '^^'^V^^ ■ 
inflexible scheduling, as well as ^poor income groWt^^^^ 
to other skilled female employees both within and without the neaj tn 
iMustry. r 

^ Basi c to the problems of sex based recrui tl ng and' admi ssj Q^s 
for meiyne and: o^her prc^essipnar disci p^ -'wo^an ! sitlce 

imDiicit in the full import of the old; sayj ng that a wom^n s place 

n he home. A recent study of f i^^f^Vg^^f 
hildicine (27r describes the o dest of these graduates as stalwarts 
wid w^rl typified by a singleness of purpose, a kind of doggedness 
dSbMnd 5^?ermi nation becluse all except one had no doubts related 
?6 any potential problem areas except a general worry about finances. 
TlifltuSy coh?i nues to state that not only were fi nances a problem 
t6 thH college's graduates, but also doubts that ^^re centered in 
i§6 other areis; the long t4rm commitment required, and the mpst 
fflvllenJ of 111, the combining of medi cine with marriage and family 
responsibilities. - < • 

The latter constitutes an ongoing dilemma for some ^o-^^n and_ it 
frequently develops to critical proportions. According to available 
tlXcE most women doctors do^marry (more than^three quar ers; 
of these, more than one half toother doctors) do have ch Idren 
and do d4vote 5ong hours to the practice of «"edi cine. Subjective 
Ividence provided by Lopate In her book "Women in Medicine" (28) 
Indicates that 2/3 of all women MD's had experienced one or more 
I Itua? ions designated as -critical during which they were seriously 
Ump?ei ?o wi?h^raw from medicine. In ?he study of R^dc i ffe women, 
these data were again co rraborated, and the most frequent problem 
eited was difficulties revolving around marriage-career conriicts^ 

Among the possi bl e ki nds of viable crisis resolution, the most 
frequent action by the Radcliffe group and by ?ther groups of women 
was to reduce career demands either by decreasing the number of hours 
worked or by changing to a less time consuming specialty. .Next rn 
f%quen?y, was withdrawing temporarily from all medica activity and 
then rSinq the career 2hen the difficulties were so Wed. The above 
^e?Kods o? C?isVl resolution have however until ""eEe"^' V V ^f?"; , 
viable primarily for women already i " P^a^t ' ^e. The woman, .st 1 1 I m 
training was and with few exceptions (29) is still bound by in- 
fleiible schedules and unsatisfactory child care facilities as she 
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attempts to progress in programs which were designed f or . the young 
male who was either single or whose wife' provided chi ld care. Part 
time internships and residencies have been made available only in 
recent years," the AMA House of delegates authorizing such internships 
in 1965, and residencies in 1969. 

To return to, the problems specific to recruitment of women, 1 
would offer a few comments from a Report 6n physician Manpower on 
Medical Education (30) which was adopted by the June 1971 AMA Houste 
of Delegates.. 

••It is important to note that women /doctors tend to select 
areas of medicine in which shortages ari parti culaH acute. 
While women are found in of jnedi cii^e^ most* are . 

inte rested in psych iafhyi p^ ofi^stetrics-g^^ 
i nternal medici ne> f amll y^;m^ and pub l i:^ heal th. The AMA 

be) i eves thire i s a need^^ f^ w^en^ phyHc^ 

b ri 1 y remriah t s of pas t d i s crlmi ha t j jo s t i :1 1 rema i n , Eve r^y 
: mediral school;, i n ithe/Uni!ted^ Sta^^ Wohien. 
Crfaims ai^e octas iSDnljl^i^ sShooTs adh|tri ng/to ^ 

quotas on the hUmBer^^^^^ women admitted, but these conjplaints 
cannot be substantiated National r>r, the ratio of women ad- 
mi tted to those applying has been about equivalent to male 
enrol Iment figu the last decide. Any dispreplhcies 

general l y f avor w6^ - ' , • 

Many more young gimls wi 1 1 need to be given a di fferent set <>f 
goal s for the4 r adul t l ives* They must be encoijrraged to pre- 
pare themselves for medicine and to apply to medicaV school s^^^ 

Avai labf e data suggest that because of the multiple demands dh 
themarried woman physician, average productivity of the female 
doctor is 10 to 30^ per cent less than the male, and only parti- 
ally compensated by the female's longer life e^cpectancya 
Enthusiastic general support for women in medical schools is 
greatly increased and the demands for more medical services 
are less urgent.*' 

fhe eloquence of the above statements, in eluojdating many specific 
problem areas which need our immediate attention, is unrivaled in 
recent communication. Data provided by Independent researchers 
funded by the National Institute of Mental Health (31) and that 
compiled by the AAMC are merely ammuhitipn with which to engage the 
struggle. 
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TABLE i 



MINORITY ENROLLMENT 1970 - 71 



Undefqrad. 

Year I 

Year 2! 

Year 3 

^earjr 
Totals! 

Gradiiate 

and? 
Prof ess I bha I 



Total // 
2,078,376 
1,35^,751 

857^ 7J 5 
TTH7t5TJ7 



Black 

91 . 837 
48,493 
44,537 



543,150 22,302 



Spani sh 
Surnamed 

53,714 

27,8^i6 

12,928 

10.382 

104^1870 

6,297 



Orienta 
21,022 

14,687 
10,0if6 
8,808 



9,662 



Amer i can 
Indian 

12,519 

6,803 

4,l6i 

4.178 , 
27 166 1 , 

1,608 



Combined 
EnrbUlmehts 

Fall 1970 

%r 

Fall 1968 

% 



5,730,557 
100% 

5,354,653 
100% 



379,138 

6.6'''^ 

303,397 
5.7% 



111,167 
1.9% 

95.200 
1.8% 



64,225 
1.1% 

55,025 
1.0% , 



29,269 
0.5% 

31,458 
0.6% 
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CONSUMER SELF^HEALTH ; CONSUMER- COMMUN I TY INVoLvEMENT / 
AND ^'ROVIDER RESPONSIBILITY 
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I nt reduction 

Before any presentation can begin, the topic to be discussed 
niust be defined and limited, especially one .so broad as consumer 
affairs. , Yet the best way to present a brbad subject that is to 
betiised as a spring board for discussion, not for a finite cbm- 
mlhtary, should be to apply as flexible a definition as ppssibie, 
allfowihg the di scussioh group to el iminate any extraneous matter 
an^ take its own direct ion. By accepting this premise,' there appears 
a fset of questions that must be answered for any work on the sub- 
ject: (1) What can the consumer do to help keep himself in a state 
of health?; (2) What is the health professional 's role in helping 
the consumer to keep healthy; and (3) What may the consumer and the 
provider do together to accomplish the goal? Admittedly, the last 
question is almost a uni versal--what any two groups can do to best 
accomplish any goal is full cooperation with each other. But since 
the ideal situation does not exist, means to approach full coopera- 
tion may take many forms. 

Keeping the questions in mind, we will go first into the past'^ 
history of the subject and work our way to the present, then look 
at pertinent student work. In a sense it is looking at the etiology 
and pathogenesis of the matter to point us to a "cure". We should 
wind up with a further set of questions meant to spark workable 
solutions. 

Etiology and Pathogenesis 

The awakening consumer giant is finding its way into many formerly 
untouched facets of life, and health affairs seems to be one of its 
latest discoveries. The consumer giant has served-to move the health 
care institution from the private to its rightful place in the 
public domain. Every person, as a consumer of health care services, 
has an interest in its delivery, a role which indeed puts it in the 
publ i c arena. 

Not so long ago, the consumer's role in health care did not 
really exist. The consumer was an object. It only required that he 
submit to treatment, whatever form it might have been. That was 
in the days of total crisis-or ''sick" - oriented health care, where 
one only sought care in emergency situations. The consumer's role 
was purely that of patient. It was assumed the patient acted only 
in a passive role, following directions as ordered by the health 
professional. 



Today, the whole concept of health care is changi nq to an 
orlentatJ oh* towards prevention and maintenance of health, in addition 
to cure for the sick. "Cure'' and. "sick'' will always fae with us, 
But hopefully to an ever-decreasing degree as preventive health care 
gains sufficient acceptance and practice. 

It is this new form of health caYe--prevent ion*- that places much 
of the burden of mai ntai ni ng heal th on the patient-consumer. The 
whole concept of consumer self-health is perhaps analagous to the 
situation of a new car buyer. He: receives a warranty guaranteeing 
hil automobile for a certain period of time, but i t st i pul ates 
that the owner must meet certai n obi i gat i ons of normal mai ntenance 
in order to keep the war ran ty valid. I n our case, the patient must 
tife care of himsel f in order that his health servi ces wi 11 be " 
e Meet lye. " " 

But just as tbday^s picture of health care is changing, so is 
todayVs patient profile, Typrcal j y, today^^^ has a higher 

health I .Q. than his parents and knows to look toward the heal th 
establishment for care. Withythe practical el imi nation of many 
epidemic diseases by. public heal th measures, the public awareness is 
now beginning to be focused on those diseases of a progressive or 
chronic nature, hence the attitude shift toward preventive and 
maintenance care to arrest the process. The patient's role in disease 
states of this* nature is one of active rather than the passive 
pirt ici pat ion that characterized the past. But with the increasing 
health awareness comes confusion, too. The individual Is under 
constant bombardment of a commerical nature: non prescription drugs; 
vitamins; do-it-yourself treatment; and the use of unqualified prac- 
tiLtloners, all increase the necessity of the professional to educate 
the patient to its correct use. 

While the previous description of the "health sophisticate" may 
characterize some of the country's population, namely the middle 
and upper classes, another segment of the population has a different 
health profile. Our disadvantaged mi norl t 1 es, , 1 nner-cl ty and rural 
residents are not so sophisticated, and can seldom find available 
even adequate emergency care, much less preventive care. They are 
forced to take what they can get, and usually enter the health care 
market only on an emergency basis. This leaves the health profession- 
al with two levels at which he must approach consumer self-health. 
He must undertake the basic health education of the health under or 
non-sophisticate, and he must foster further consumer participation 
from the level of the relatively sophisticated. But these two levels 
are not very far apart, and interlock at many points. 

To begin, everyone must be brought to a certain level of basic 
health knowledge, upon which attitudes toward health are formed. We 
admittedly do have some people that have good health knowledge back- 
grounds, how did they get that way? Education is the answer. 



The original consumer health education project began with manda- 
tory public education. An important part of the curriculum was 
health education for the sphpoj children. Basic cleanliness and 
personal Hygiene, protection against di sease- i nduci ng situations, 
and' nu tri tion were among the first wi del y- taught subjects, things 
now taken for granted by our health ''sophisticate''. Vision and hear- 
ing testing, and vaccination and immunization programs, as well as 
provision for emergency care in the school became almost universal. 
Lifctle of this had real, consumer involvement, except at the highest 
administrative levels. But it did bring that generation into a 
relative fami 1 i ar i ty wi th heal th mat ters. When the basic knowledge 
of rhealth necessi ties has been gained, more complicated procedures 
and- practices may be imparted to the patient-consumer, with the 
. trust. that he will "keep his p^ft of the bargain," The community 
itself 'may help with this^ and^therein l ies the real g6al--full 
cooperation between hea consumer, both as 

indiyiduals or as a whole, working together to help achieve a state, 
of JieaVfh for e^^ Jhls is a prirn^ example of the "bootstrap" 

pfiefipmehpn wher§ the corisumer-corfi^ works to bring 

iti^members to a higher health j ;Q. so that it may be able to in- 
volve itself in further Ni^entures to an even greater extent. 

Although community involvement in health has been broad and is 
ever- increasing, little research has been done beyond that in teach- 
ing methods, public communication, and behavior and attitude chang- 
ing. Most published works are of the "show-and-r tel 1 " variety, and 
maiiy of those are so si.milar that a few summaries would suffice: 
(11 In order to reach the communi ty-at- 1 arge with an effective mes- 
sage of health education, various well-known community personalities 
or organizations are enlisted to voice their support for the measure. 
In that way the community accepts the new information because It 
comes with the endorsement of a familiar and trusted figure. (2) In 
order to see that the heeds and desires of the communi ty-at- 1 arge 
are represented, membership of this health planning group or that 
health advisory body wil) consist partially of members of the lay 
public. (3) Reciprocal, training Is demonstrated or advocated. 
Either you have the health professional or team enlisting and train- 
ing members of the community to help them carry out their job, or 
community figures Instructing the health provider on special ways 
of dealing with the community or Its members. This last subject 
has been In considerable use of late with regard to the aforementioned 

health "non-sophi st i cate", part I cul arl y so wi th minority groups 
whose special problems, language barriers, poor education, and lack 
of financial resources present barriers to the effectiveness of the 
health professional. 

I feel these activities have been true to some degree of all 
health disciplines, although some more than others. The principles 
are simple, and would need only minor change for any discipline to 
use them. Where the most striking differences appear between dis- 
ciplines Is In the area of the development of new provl der- pat lent 
(consumer) relationships, with an eye towards preventive and mainte- 
nance care and the character of the care Itself. 
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What does each discipline do to help the consumer keep himself 
hfealthy? I begin with dentistry only because I am most familiar with 
iti I see dentistry as one of the disciplines that is almost 
completely dependent on home care by the patient, save for public 
health measures like water fluoridation. Think of the epidemic of 
dental disease that would occur if everyone stopped brushing their 
teeth. The thought is frightening in terms of d;3ntal caries and 
periodontal disease. Both are progressive diseases, and quite 
arrestable in their early phases by a combined program of profession- 
al care and home care. But almost nothing <i denti st can do will 
seiye the teeth of an i ndi vidual who cannot or will not practice 
oral hygiene. The dentist's role then would consist of patching the 
holes in the patient's teeth until /they became so '^bombed 
out'' that they, had to be extracted or fell out of their own accord 
through loss of the supporting structures. 

Thus the dentist usual 1 y finds himself in the role of patient- 
edpcator in order for his own work to have any* effect. Out of necessity 
het fias had to develop methodologies of consumer invol vement to meet 
his heeds. He works oh the individual patientj the profession, in 
conjunction with public health authorities and the community, works 
through the schools to teach the children good oral hygiene habits 
at an early age meant to stay with them throughout life. 

Prevention as a method of practice is making great inroads on 
the bulk of dental practices, which still are "repair" oriented, but 
ar^ changing rapidly. There are even those dentists who base their 
whole practice on the philosophy of prevention and guarantee 
' results if proper home care is followed. 

Needless to say, medicine is in a state which roughly parallels 
dentistry. Although they were somewhat quicker to realize the need 
for preventive measures in medicine and institute beginnings, they 
have progressed at a slower rate. Long ago the value of personal 
hygiene, immunization, isolation of infection, and regular check- 
ups were recognized. Beyond this, the basis for medical care has 
yet to real 1 y shift to a preventive stance. The medical profession 
is St i n too busy try i ng to catch up with the backlog of care needed to 
be administered, as well as with advancing medical know!edge. It t^as yet 
to matet the major push to make available large-scale practical methods 
that bring preventive medicine to the great mass of our population. 

Nursing is a profession I comprehend as having twofold operation: 
(1) assisting the physician in his care for the patient; and (2) 
trying to help the patient help himself. The very nature of nursing 
is not prevention-oriented, but it is education- oriented -helping the 
sick patient care for himself. 

Pharmacy is often overlooked in discussions on this subject, 
because it doesn't occur to most people that the pharmacist "treats" 
patients. But what isn't realized is that the pharmacist is an im- 
pof'tant link between the treatment service-rendering professional and the 
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patient in that he is often called on to translate the prescribing 
practitioner's orders to the patient's level of comprehension. He 
also can provide a check and balance for health care, helping the 
patient from honest or even intentional mistakes, by both other 
professionals as well as by the patient himself. 

Many of the allied health fields exist solely to help the patient 
help himself: for instance the physical and speech therapist. Others 
have no duties in the area except the performance of certain 
tasks on and for the patient; for example, the radiologic technician 
and the medical technologist. I think more insight into their utili- 
zation as consumer- commun i ty involvement vehicles should be explored 
by the group. 

I am sorry to note that I have been unable to locate sufficient 
information on the consumer- communi ty activities of optometry, 
pofi%try and veterinary medicine to do them justice; It is my feel- 
ih|u|hat group m^mber^s^from th fields can better enlighten us 
oh^the subject. ' 

Student Activity ; 

If there seemed to be a scarcity of literature beyond the ''show- 
and-teir* type dealing with activities of the professions in this 
area, the amount of literature on student activities is close to 
non-existent. It is a wel 1 -documented fact that a large portion of 
the educational process of the student professional means limited 
practice of the profession under supervision. Much of this is begun 
with patient education. Techniques of patient education are a 
solid part of the education^ as well as material to be presented 
itself. 

On the other hand, actual field experience is somewhat limited 
to students by the fact that they are just that.--students, and are 
not recognized as practicing professionals (outside school walls 
unless supervised) by most State Practice Acts of the various pro- 
fessions. Another obstacle to total student participation in ren- 
dering care is the resistance of the consumer who feels that he 
is receiving ''second rate" care, a feeling sel dom j ust i f led in light 
of the supervisi'on involved. 

There are student projects all over the country, separate and 
interdisciplinary, school -sponsored, profession- sponsored or student- 
sponsored, and one of the aims of this Conference is to spread the 
wealth of information gathered by the various participants in pro- 
jects among all the student professionals, so they can better mount 
their efforts, separate and together, in the future. But one con- 
cern to all of the projects has been acceptance by the community. 
What each group has found to gain that end is one of the important 
items to be brought out for the benefit of all concerned, and should 
be one of the major topics of discussion. 
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REGULATIONS AND RESTRICTIONS AS HEALTH MANPOWER BARRIERS 
A Discussion of Some Factors Involved 



Wi n iam J. Mangold, Jr. 
University of Texas Medical School at San Antonio 
Student American Medical Association 



; Rather than attempt the arduous task of analyzing requirements 
of each state for licensure of various health professionals, the 
purpose of this brief paper will be to consider two major points; 
Included will be the question of licensure versus certification of 
alllied health professionals and the perhaps more universally emo- 
tional issue of State versus National regulation of health profes- 
sionals, including^phys i clans . 

In the United States, statewide regulation of medical practice 
was established prior to l8dO. in mdny of the States then in exis- 
tence. Local and State medical societies had^been concerned with 
the training and conduct of practitioners and had appealed to the 
States for legal control over the increasing numbers of people in 
the professions. They enforced standards early in the 19th century 
and then relaxed their endeavors. 

By the middle of the 19th century, standards of professional 
competence were in need of reform and the authority to examine and 
license was largely withdrawn from the medical so'cieties. States 
began to assume responsibility for regulating the professional as 
a means of affording greater protection to the public.' 

Thus, the question of regulation of health professionals has been 
open to marked debate at intervals in the history of American health 
care delivery. Prior to the Flexner report of the early 20th cen- 
tury, all a physician need do was obtain his M.D. degree from any 
one of approximately 155 then-existing medical schools, ranging from 
the relatively good to the grossly imcompetent "diploma mill." 
Furthermore, other health profess ions_d Id not even require this 
piece of paper in many instances. However, following Flexner's report 
condemning the quality of education of physicians, there came an era 
of stringent regulation of health professionals. This, of course, 
served to limit manpower in the area, and has continued to do so up 
until the present time, thus giving licensing boards of the various 
professions vi rtual monopol y over the health care del i very fiel d. Now, 
once again we see many people of this country returning to the 
idea of limitation of regulation of some health prof es'> ions. Argu- 
ments proposed in support of this theory include the allegation that 
proper health care could be delivered to all people in this country 
if only everyone who wanted to practice a given health profession 
could be granted a license to do so. This is countered by the proposi 
tion that such a mo/e would result in more quantity, to be sure, but 
far less qual i ty. 
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It will be one purpose of this paper and of the associated 
drscussion groups at the conference to analyee the logic behind 
these two differing points of view, and any others considered, to 
discuss the various ramifications of them, to consider views of the 
conference participants, and to possibly arrive at some sort of 
evaluation of the situation^ 

The second-major point to be discussed here involves the basic 
question of States* rights involved with licensure of health pro- 
fessionals within the respective states, as opposed to allowing some 
licensing body at a national level to decide on a professional's 
qualifications, thus in essence allowing the health professional 
to be licensed theoretically in any state, resulting in realization 
of unlimited geographic mobility in his choice of practice area. 

Basic introductory arguments against this approach include 
the aforementioned States* rights theory which maintains that each of 
the states has the inviolate right to rule over' the practi ce of 
a given profession within its borders and that no national govern- 
ment can force the State to allow practitioners who the State does 
not desire. The further argument is put forth that no nationally 
based board of this type could real isti call y be expected to be able 
to §f f i cientl y administer this type of program and would not be able 
to recognize and respect the individual needs of the local areas, 
states, and even regions of. a country as large as the United States. 

All determinations as to the relative worth of any given 
approach to the above* stated problems must be tempered by a con- 
sideration of the public interest. After all, it is that interest 
which must ultimately be satisfied by any conclusions reached by 
legislative process in this country, at least in principle, if not 
in fact. 

So, it is the task of this discussion group to consider some 
of the problems, some of the suggested solutions, and their own 
personal viewpoints, and to attempt to reach some accord as to 
possible student activity on a meaningful level in the area. To- 
ward this end, a few definitions are needed, which are as follows: 

Accreditation - The process by which an agency or 
organization evaluates and recognizes an institution or 
program of study as meeting certain predetermined criteria 
or standards. 

Licensure - The process by which an agency of government 
grants permission to persons to engage in a given profession 
or occupation by certifying that those licensed have attained 
the minimal degree of competency necessary to ensure that the 
public health, safety, and welfare wi 1 1 1 be reasonably well 
protected « 



-30- 



Certification or Registration • The process by whic!i 
a nongovernmental agency or association grants recognition 
to an individual who has met certain predetermined qualifica- 
tions specified by that agency or association. Such qualifica- 
tions may include: (a) graduation from an accredited or 
approved program; {b) acceptable performance on a qualifying 
exdmtnatton or series of examination and/or (c) completion 
of a given amount of work experience. 2 

Compulsory versus voluntary State licensing acts - the 
nature of licensing statutes currently in force has been 
classified as compulsory or voluntary according to the fol- 
lowing definitions: 

« 

Compulsory • Only persons holding a license are permitted 
to practice the occupation, and unlicensed persons are pro- 
hibited from working in the field. 

Voluntary • Only persons holding a license are authorized 
to use a particular title or official designation; unlicensed 
persons are not prohibited from working in this field but they 
may not use the protexted title. 

it should be noted that some laws and regulations in- 
clude exceptions that may invalidate compulsory provisions. 3 

Proficiency and equivalency testing - has been recommended 
in many quarters as a means of alleviating the critical shortage 
of qualified health manpower. A recent state-of-the-art 
study, sponsored by the National Institutes of Health, offered 
the following definitions: 

Equivalency testing refers to exanfii nations used to equate 
nonformal learning with learning achieved in academic courses 
or training programs. Such tests may be designed to enable 
colleges and universities to grant academic credit for off- 
campus learning. The also may be used by employers or certify- 
ing bodies to qualify individuals whose non-formal study and 
on-the-job learning is deemed equivalent to that expected from 
a formal program. ^ 

Proficiency testing refers to the measurement of an 
individual's competency to perform at a certain job level - 
a competency made up of knowledge and skills, and related to 
the requirements of the specified job. Such testing is there- 
fore not only a measure of the knowledge gained through, didactic 
instruction but also an assessment of job capabilities.^ 

With these definitions in mind, we shal ! enumerate only a few 
of the arguments, pro and con, considered by those active in this 
area. However, we must realize that this paper will attempt only 
to touch on a few arguments concerning only two of many issues in- 
volved in the overall question of regulation of the health professions 
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The tendency in occupational licensing has been to move toward 
compulsory licensing acts, thus prohibiting by statute the practice 
of the particular occupation to anyone who is not properly licensed. 
Medical practice legislation is typical of the compulsory licensing 
statute. All states and the District of Columbia have enacted such 
restrictive legislation, embodying the principle that no person may 
practice the profession of medicine unless he has compiled with 
certain conditions and then applied for and received a license. 
State regulation of chiropractors, dental hygienists, dentists, 
opticians,/ optometrists, osteopaths, pharmacists, podiatrists and 
veterinarians is also mandatory. 5 

In favor of compulsory licensure is the proposition that such 
a rnechanism creates m -^-status for a profession and its individual 
members. Such a move .ereby attempts to define a minimal required 
body of knowledge to be acquired by a licensee, thus attempt i ng 
legislation of quality. This theoretically allows closer state 
coritrof of the effected profession. 

Against compulsory licensure of new allied health professions 
is the initial realization that such people still operate under a 
physician's liability inmost cases) thus they are in the position 
of receiving greater professional benefits without taking any added 
risks of practice. 

A critical factor in additional licensure legislation is that 
such laws limit practic 'in the area to licensees, even though the 
new professions' roles might be amply filled at present by doctors' 
office nurses, dental assistants, and non- spec i al i zed R.N.'s. Thus, 
where one assistant in an office might how be d6i.ng everything re- 
quired by an M.D. or D.O., for example^ further licensure mi aht 
require that several specialists be hired, each performing one 
specific task. Legislation to this effect has been a recent innova- 
tion in California, and it is bitterly opposed by physicians io that 
State. This present legislation requires several hundred hours of 
classroom education for a nurse to be able to take a simple x-ray. 
even though such functions have been responsibly carried out by less 
formally trained office nurses far many ^ears. 

I am sure other arguments concerning this issue will come to 
mind during the course of the discussion group. Additional view- 
points and opinions should be considered, such as the statement 
that, "One of "thfe greatest barriers to mobility and career advance- 
ment, particular'y for the allied health professions, is the lack 
of recogniticn among the various disciplines of traini^ng and 
experience in related fields. Technological changes Vl so intensify 
problems of recruitment and retention. Recognition of equivalency 
and proficiency would open new avenues of advancement and oppor- 
tunities and would shorten the training time required by these in- 
dividuals for the more highly skilled prof ess ions."» 

Concerning the question of State versus National regulation of 
professions, arguments becon-ie even more heated. 



-32- 



The classical argument in favor of State regulation of pro- 
fessions within its state, borders is the Constitutional right of 
the State to regulate intrastate activity; thus health professions 
are included. So, it is argued that the State must have the pre- 
rogative to decide wh<* ^an practice a health profession inside the 
State. In this way, the State can insure that its interests are 
being protected to the greatest extent possible. Coupling this with 
the almost universal perception of centralized governmental regula- 
tory bodies as being inefficient and often virtually unmanageable, 
arguments in favor of continued state cont -y] over its professionals 
remains strong. 

However, there exists a widening movement to place licensure 
of ileal th professionals under control of national licensure pro-, 
visions. It is argued that this approach would increase effective- 
ness of health care delivery by forcing everyone to^\adhere to the 
same standards of quality, thus offering health care consumers the 
same high quality of care all across the country. Also such national 
biicensure would increase geographic mobility. At the present time, 
for example, Florida and Hawaii do not give reciprocity for medi.cal 
licensing by other states, and several additional states are most 
stringent in their licensing requirements. National licensing 
would abolish such restrictions. I personally believe this would 
be a mistake, but other reasonable minds might differ. 

It is argued that even with national 1 i censure, states should 
retain some discretion in granting of licenses to practice. Al- 
though testing and certification that general licensure requirements 
have been met could be done on the national 1 evel , di scret i on on the 
part of the State would be advisable for determination of such matters 
as the applicant's desirability and possession of such knowledge as 
is necessary for practice in the particular State, including matters 
pertaining to medical jurisprudence. Again, there is disagreement 
among the ^'experts so disagreement here is reasonable to expect. 

The final point to be touched upon is that of internship re- 
quirements. Most states today require at least one year of post- 
M.D. study before granting a license to practice medicine. Texas 
is one exception, granting license upon completion of medical 
school. Several states which have specifically required in their 
medical practice acts^that this year be a rotating internship have had 
to modify or re- interpret these a i, since many specialty programs 
no longer require internship and nee, in fact there will be no 
more i nternships after 1 975. Th -b the new M.D. orD.O.will godi rect 1 y 
Lpto specialty training whether this is really the type of post- 
graduate education he requires or not. Even the desirability of this 
move is open to debate all through the medical field at present, so 
it is no wonder that licensure laws are often unclear on the matter. 
With medical schools pressing in many instances toward three-year 
curricula, there are some who believe that a license to practice 
medicine should not be granted until after completion of two or more 
years of postgraduate training. Some have gone so far as to suggest 
that no license be granted until completion of a formal residency 
training program. There are obviously various arguments for and 
against this theory. 
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The above has been merely an attempt to stimulate discussion 
in the general area of consideration of licensure and regulation 
as barriers to health manpower. Only a few health professions 
have been mentioned , onl y a few quotations have been cited, only 
a few points concerning each issue have been emphasized. However, 
I feel that th i s i nformat i on should be sufficient to stimulate 
discussion and to hopefully generate enough enthusiasm on the part 
of the students involved to have them progess from here, either 
reaching decisions here as to desirable projects, or leaving 
the conference resolved to delve more deeply into the subject being 
able to initially utilize the attached brief bibliography. 

Already students are active in some parts of the country con- 
cerning these issues. Students are testifying before State medical 
society legislative committees, State 1 egi si atures, and Congressional 
commit: tees. It would be worthwh i 1 e f or someone to undertake to 
prepare general educational programs on these topics for health 
professionals and students. We are the members of the health care 
team who will be most vitally affected by legislation and evolving 
policy determinations in these areas. It is not too early to begin 
educating ourselves, our peers, our faculties, and ultimately, our 
lawmakers, as to our views on these matters which will have so profound 
an effect on future careers in health care delivery in the United 
States. 
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FOOTNOTES 



"Accreditation and Certification in Relation to Allied 
Heal th Manpower, " Maryland Y. Pennel 1 , M.S., John R. Proffitt, 
M.A.,and Thomas L. Hatch, L.H.D., United States DHEW, PHS, NIH, 
BHM, Bethesda, Maryland, 1971, p.l. 



"An Overview of Health Personnel Credent i al i ng, " from 
REPORT ON LICENSURE AND RELATED HEALTH PERSONNEL CREDENTI AL I NG, 
DHEW Publication No. (HSM) 72-11, p. 7. 



^Ibid.. p. 21. 
^^bid., p. 53. 
^Ibid.. p. 21. 

^"The Need for Health Manpower," Roger 0. Egeberg, M.D., 
Assistant Secretary for Health and Scientific Affairs, DHEW, proceed, 
of the Physician-Manpower Conference, Arlington, Virginia, 
January 13-14, 1971 , p. 8. 
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HEALTH TEAM- ALTERNATIVE PRACTICE MODELS 



Andrea H; Kovaleisky 
University of San Francisco 
National Student Nurses* Association 



With all the trends towards change today, it is not surprising 
that the health team has also been affected. Unlike some other 
areas, however, the health team has no choice; it must change. Not 
only have the advances in science and technology created such im- 
possible amounts of knowledge for single individuals to attain, but 
the health problems themselves have been altered. Where yesterday 
doctors were combating infectious diseases, today there are the 
results of air pollution and overcrowding. The diabetics and women 
in childbirth who were saved with new treatments have now come back 
to fill health care centers with their problems of aging. Good 
heal th has been demanded as a right by so many citizens that persons^ 
no longer wait until they are ill to seek it; thus, prevention has' 
become the cry of the consumer. The implications these changes have 
for the health science student about to take his place on the team, 
and various ways of meeting these changes shal 1 be the focus of this 
paper. However, prior to such a discussion it is first necessary 
to understand what is meant by "team*'. 

A simple definition is that of "a number of persons doing any- 
thing conjointly**.' Its success depends on many factors. First, 
since a team is composed of individuals, each member must utilize 
to. the greatest extent his or her own capabilities and talents. The 
individual *S potential must be allowed to be reached through partici- 
pation on the team. Secondly, since several to many individuals^ 
form a team, their interactions must also be of the highest quality 
for the greatest success. An atmosphere must be established to 
promote the exchange of knowledge and ideas in such a way that the 
presence of each individual can readily be felt by the other members. 
Finally, the communication and co-operation resulting should aptly 
meet the needs for which the team was initially inten^d. For the 
health team, this means meeting the patient* s needs as wholly as 
possible while restoring or maintaining an optimum level of well-be- 
ing. When duplication of services occur, or when one member per- 
forms a function which detracts from his unique offering to the group 
thus causing inefficient use of his person, the possibilities of the 
team's success are decreased. 

The physician has long been held as the traditional **head*' of 
_the health team. However, as implied earlier, the knowledge needed 
for -such a position has become immense. In the near future one 
person might no longer be able to provide the services now expected 
of him. What are the alternatives available, such that the physician 
can be used for his special contribution to health while still pro- 
viding the safest care for his clients? 
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Within the medical discipline itself one alternative is that of 
group practice. Already well established by World War I I , the ad- 
vent of peace released a great number of military physicia h$ t o whom 
it gniBatly appealed. IdeaMy, group practice refers to six to-ten 
physicians who form a cooperative arrangement and are housed in a 
single working unit. Patients can be referred to that member who 
has best knowledge of a given pathology, or can be maintained by one 
physician who uses the other members as consultants. This arrange- 
ment has also been widely used in dentistry and veterinary medicine. 
It allows each individual to specialize in his own area without the 
stress of being responsible for provisions of care made outside his 
specialty. For the patient, this model means more complete and 
qual i f ied care. 

Lately, however, group practice has taken on another dimension. 
The "group** has changed from a number of physicians to a number of 
various health personnel.' A good example of this approach is demon- 
strated by the New York Montifiore Medical Group. In the initial 
project one hundred and fifty families were randomly selected from 
the Health Insurance Plan to receive from a consolidated team the 
services a general practitioner would normally provide. Each team 
member made an initial assessment of the family's needs, then met 
with the other group members to share this information. After this 
sharing either one member who coCild best meet the needs of the family 
was selected to do so, or several members would continue providing 
care. The ''team operates by dividing responsibility, delineating 
individual roles and accepting each other's professional competence.*'^ 

The Montifiore program has produced much more thorough and com- 
plete results than a general practi t ioner • coul d ever provide. A 
reason for this is the delegation of traditional medical functions 
to paramedical personnel. Through such delegation the final medical 
responsibility, formerly placed so heavily upon the physician, now 
becomes a shared responsibility. Also, the physician has not given 
up duties which only he could have provided; instead he now has more 
time to perform his unique health functions. This transference has, 
in the meantime, increased the potential of other health workers' 
tal6nt. Finally, since all health workers were placed on salary, 
the economic motive which often tends to inhibit transfer of functions 
was removed, creating an easier transition. 

Another alternative is the better use of personnel who make 
specific areas of health their profession. The pharmacist is a good 
example. The" pharmaci st possesses expert knowledge of drug usage, 
knowledge which is vital to the performance of the physician and other 
health workers. The pharmacist is much better equipped than other health 
team members to provide consultation on al 1 aspect of drug utilization, 
but too often is not fully utilized in this role. 

For those health professions in which roles are defined as re- 
latively independent of the physician, such as optometry, pharmacy, 
dentistry or veterinary medicine, this delegation of power is not as 
important as to those who do rely more heavily on the physician's 
role for defining their own. Because of this, more alternatives can 
be seen in the latter as a result of change in the ohysician's role. 
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For instance, in the introduction of a joint report issued in 
1969 it was stated: 

The American Nurse Association and the American 
Academy of Pediatrics recognize that collaborative 
efforts are essential to increase the quality, avail- 
ability and accessibility of child health care in the 
United States. In order to meet the health care needs 
of children, it is essential that the skills inherent 
in the nursing and medical professions be utilized more 
efficiently in the delivery of child health care.^ 
As a result, graduate nurses are specially trained tq perform 
physiclal examinations and take medical histories of young children. 
From standing medical orders the nurse can then take therapeutic 
steps in handling her findings. A physician is always available 
for consultation, and of course patients requiring his skills and 
knowledge ara referred to Him immediately. 

Faith in the nurse's ability to take on some of the physician' s func- 
tions was established In a study by the University of Kansas. From a 
local medical clinic, 66 chronic ambulatory patients were evaluated 
as being "in a relatively stable phase of their illnessV.^ They 
were then divided into two equal groups, stratified according to 
diagnosis, age, sex and race. One group continued coming to the 
clinic and being treated as usual by physicians. The other group was 
seen by clinical nurse specialists who, again from standing medical 
orders and daily consultations, worked to meet the patient's needs. 
After a year both groups were re-evaluated. None of the patients'* 
conditions were adversely affected by their participation in the 
project. The control group appeared the same as before. However, 
those patients seen by the nurses were noted to have more closely 
followed their appointment schedules, complained less frequently on 
the whole, and made fewer minor complaints to physicians. It was 
felt that these changes were brought about because of a nurse's 
training in supportinq patients, which appears appropriate for 
handling the chronically 111. Oh the other hand, the physician who, 
rightly so, cohcentrates on the biological and technical aspects of 
the illness could hot provide such support. From the theoretical 
viewpoint, then, this study. and the pediatric niirse practitioner 
proqram are excellent examples of how each member can be used to the * 
fullest potential: the nurse focusing on the unique aspects of her 
training, and the physician having more time to use his particular 
education. Not only did this yield a more efficient use of time, 
but patient cost was alsq decreased and a new approach to the rising 
nUmbet- of ambulatory patients was established while maintaining the 
heightened communication rtefeded by a good team. 

As for the pdtients attitudes towards the change In role function: 
"After a brief transitional period patients were not concerned with 
differentiating between a nurse 'pi ay I ng doctor' and one providing 
sofTle new and more scientific type of nursing care. Instead, they 
accepted her as a primary source of the kind of care that they wanted 
(and needed) at this particular phase of their illness. "5 In short, 
the goal of the health team had been better met. 



Meeting the patient's needs is a vital area governing the 
change in health team models. Because patients are not isolated 
beings, the value of seeing and treating them in the context of 
family and community has perhaps most '^'gr'eatl y influenced the new 
hea 1 th team mode 1 s . 

More so than in the clinic or hospital setting, community teams 
demand a much broader range of interdisciplinary participants. The 
reliance on workers from the social services increases. Community 
members are sought to help their own neighbors through formal or 
informal participation on the team. 

To briefly summarize, the best health team takes an early 
inventory of what heal di problems it will address itself to, examines 
the resources it has wi.thin "itself, and then forms its team in 
such a way that the two can yield the most desirous results. Whether 
alternative practice models to the traditional approach will be 
necessary depends on the decision of each team. But before such a 
decision can be made, each member must be aware and understand the 
values of the other, and only then can the best choice be made. 
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A BRIEF SUMMARY OF INTERDISCIPLINARY 
STUDENT HEALTH PROJECTS 



Stephen R. Smith 
Boston University - School of Medicine 
Student American Medical Association 



The decade of the nineteen-sixties was one hallmarked by 
social involvement of the United States as a whole and in particular, 
that of its youth. It was a time for re-exami nati on of this nation's 
conscience and a redirection in national philosophy and priorities. 

The beginnings of this ethical upheaval had its birth in the 
civil rights movement of the early sixties. Heeding the call of 
President John F. Kennedy, the youth sought to right the wrongs of 
previous generations by giving of themselves to the cause of social 
justice. Students spearheaded these efforts both with heroic in- 
dividual efforts and through organized associ ati ons,such as S.N.C.C. 
(Student National Coordinating Committee). 

It was not until approximately five years later, though, that 
health science students also became involved. In 1964, the Medical 
Committee for Human Rights (MCHR) was «stablished to provide emer- 
gency aid to injured civil rights workers in the South, 

During the 1964-65 school year, students from eighteen schools 
of medicine, dentistry, and nursing in the Greater Los Angeles area 
founded the Student Medical Conference of Los Angeles. Their purpose 
was to provide "leadership through education, community service, 
and research." 

This group was to create the first nationally recognized inter- 
disciplinary sludent health project. In the summer of 1965, thir- 
teen SMC students (10 nursing, 2 medical, 1 dental stadent) worked 
in five locations in t*>e San Joaquin Valley in California providing 
health services to the migrant worker population of the valley. 

On April 23, 1965, the Medical Committee for Human Rights was 
formalized and consolidated at a meeting i n Wash i ngton, D.C. Letters 
of invitation had been sent to fifteen Eastern medical schools and 
forty-five students from Howard, Tufts, Boston University, Harvard, 
Albert Einstein, and USC met in caucus and clarified the role of 
students in community activities. 

This group formed the nucleus of a group that later met in the 
fall of 1965 at the University of Chicago Medical School and founded 
the Student Health Organization (SHO). This was a loosely organized 
interdisciplinary student group which sought to keep member schools 
informed of local group activities. 
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Durinq the academic year 1965-66, the local groups began to 
organize efforts in community health including speaker forums, group 
discussions, and planning. for summer activities. The University 
of Southern California acted as the sponsoring agency for the SMC 
in obtaining a $204,000 demonstration grant from the Office of 
Economic Opportunity for a student project in Community Health Re- 
sources for the Poor. 

The summer program provided fellowships for 90 medical, dental, 
and social work students from forty institutions in eleven states. 
The students worked in poverty areas in 9 counties throughout Calif- 
ornia coordi nati ngthei r efforts with the agencies in the area. They 
provided actual service and learned first hand about the problei»js in 
delivery of health services. 

At the conclusion of the project, the students were generally 
enthusiastic and carried this enthusiasm back with them to their own 
schools. In 1967, SHO chapters had sprung up in thirty schools. 

In the summer of 1967, the . SHO conducted" three major projects, 
one in New York, Chicago, and California, fhe projects placed 260 
health science students f rom medici ne, nursing, dentistry, social 
work, law, osteopathy, medical technology, medical sociology, and 
dental technology in these communities. 

In New York the students acted primarily as ''patient advocates*', 
greeting the patients in the clinics and emergency rooms and trying 
to expedite their passage through the medical mazework. The students 
had some impact in the alteration of the design of many clinic operations. 

In Chicago the students tried primarily to organize the com- 
munities in which they were placed to define their r^eeds and develop 
mechanisms to meet those needs. These wer' not necessarily directly 
health-connected but often fnvolved such probl ems as sanitiation, 
urban renewal projects, etc. 
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The California program essentially expanded upon the program 
the previous year and placed students in urban areas as well as 
rural The health students also worked with high school students 
in an attempt to interest them in pursuing health careers. 

The third National Assembly of the Student Health Organization 
was held in Detroit from February 22-25, 1968. The nature of the 
third Assembly was distinctly different from those previous to it. 
Over 500 students from kO states were present, representing a wide 
spectrum of opinions and various levels of community health exper- 
ience. Though considerable time was bpent discussing the summer 
programs, a large part of the time was spent debating the political 
nature of SHO, what tactics should be employed in creating community 
and social change, and the development of a national organization. 
There was a growing feeling among many SHO members that community 
health projects were not an appropriate mechanism for change for SHO, 
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By April of 1968, the tide of student activism began to in- 
volve the largest, but heretofore inactive, health student group, 
the Student American Medical Association. Its House of Delegates 
and National Convention of 1968 had 800 medical students in 
attendance, representing 76 schools. Through resolutions adopted 
by its House and through its new dynamic leadership, SAMA became 
committed to action in community health. 

In April of 1968, 10 SHO groups were carrying out local com- 
munity health projects anH 7 SAMA chapters were involved in com- 
munity health activities. In that year, the concept of year- 
round, local 1 y- funded projects was put into application in Kansas 
City. The Conference of Student Professional Organizations in 
Kansas City represented fifteen health science schools working 
together throughout the year in community service projects. 
Similar programs were developed in Detroit, New Orleans, and ^ 
Cleveland. 

During the summer of 1968, the most ambitious program ever 
to be undertaken through student auspices up to that time was in- 
itiated. Through grants amounting to over a million dollars 
supplied largely by the Regional Medical Programs to SHO, 400 health 
students were placed in communities throughout the country for 
ten weeks in the summer. The students were to facilitate the pro- 
vision of health science services to the communities and document 
the health problems in those communities. 

The summer of 1968 was one marked by tremendous strain and 
conflict. The assassination of Martin Luther King and Robert Kennedy 
and the devastating riots that rocked this nation-had a profound 
effect upon the student projects. Racial confrontation exacerbated 
the already precarious provider-consumer relationships in the 
communities. Many students found themselves aligned with militant 
political-action groups which sought to change very basic problems 
in economics and political power. The complexity and intimate re- 
lationship between health problems and the enormous social pro- 
blems proved very frustrating to the students. 

These feelings of frustration and anxiety led to the growth 
of negativism and nihilism among many of the student participants. 
At the fourth Annual Assembly of the Student Health Organization 
held in Philadelphia in November, 1968, these feelings were expressed 
by students as a desire to resign from active community service pro- 
grams. It was felt that such programs were not valid approaches 
to the solution of more basic problems. Attention was focused on 
the burning political issues of the time and on more revolutionary 
tactics in attaining change. 

The Fourth Annual SHO Assembly marked the end of the first 
era in health student involvement. SHO became a splintered group, 
turning to radical analysis of the social structure in the nation 
and abdicating its role as a leader in student activism and 
participation. 



What the SHO had accomplished was an awakening of the sense 
of coowni ttment on the part of health studentr> to the commu ities 
they were to serve. It uncovered the underlying sep>sis infecting 
the American health care system and exposed the serious nature of 
the sickness in American medical care. We were» indsed^ in the 
crJdst of o health care crisis. 

1968-69 saw the development of extensive local and national 
student health projects primarily sponsored by the Student Ameri- 
can Medical Association. The basic alterations between the SAMA 
projects and the SHO projects involved the goais. Students were 
no lonqer viewed as providers of health care to the communities. 
The role of provider, though extremely ego-satisfying, had produced 
deleterious effects on the communities In which health programs had 
been conducted. Primarily, the students were not fully trained 
professionals; thus the care they provided, though sincerely rioti- 
vated, was inferior care. This only promulgated the two-class system 
of health care. Secondly, the care provided by students v/as dis- . 
continuous, lasting only the ten weeks of the summer. The expectations 
of the community were raised, only to be dashed with reopening of 
the schools in the fall. 

The positive aspects of the SHO programs were preserved In the 
SAMA program. First, it exposed students to the deficiencies inherent 
in our present health care delivery system. This realization that all 
is not well was something new to many students who had been exposed 
only to selected models through their univorsity curricula. Second- 
ly, it offered students alternative models of health care delivery 
other than those traditionally taught in schools. It emphasized 
the need to be responsive to the real need; of the patient served, 
both as an individual and in relation to h, s family ana' community. 
It Impressed upon students the other important factors involved en 
good health care; namely, socioeconomic and political factors, 
cultural factors, the importance of preventive health maintanence, 
manpower utilization and effir-ency, and maldistribution of heaith 
manpower and resources. Finally, the projects offered the students 
the ability to work with students of the other health disciplines as 
a health team, enabling them to learn how the other disciplines con- 
tribute to the better care of the patient. 

The first major project developed with these criteria in mind 
was the Appalachian Student Health Project. This health manpower 
recruitment program was designed to help correct the problem of mal- 
distribution plaguing the Appalachian region. One hundred and twenty 
medical, nursinq, dental, and pharmacy students spent r. *ne weeks 
in the summer or 1969 In the Appalachian states. Rather than pr - 
viding services, the students worked directly with professional 
preceptors observing the delivery of health care in rural America. 
In addition , over half of their time was spent outside their pre- 
ceptor* s of f i ce or hospital, working in the community, observing 
the problems of isolated rural areas. Each student worked on a 
project of his own related to one observed problem. These pr^^jects 
often evolved into sophisticated progtc^ns perpetuated by the community 
after the students had left. 
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A similar program in which health science students were placed 
within Job Corps camps was also initiated. Another program, the 
Medical Education and Community Orientation Program (MECO) was 
started in Illinois but was restricted to medical students in their 
preclinical years based in a community hospital. 

At the same time as these national projects were developing, 
local communi ty heal th projects were also sprouting up throughout 
the country. By the late spring of 1969, there were over 40 local 
commun i ty heal th pro^ectSy 32 of whi ch were conducted by local Student 
American Medical Association chapters. These differed from the 
natronal projects in that they were usually narrower in scope, 
continued year-round, and were more service-oriented. 

On March 14-15, the First National Student Conference on Com- 
munity Health was held in Kansas City, sponsored by the four student 
health associations (Student American Medical Association, National 
Student Nurses Association, Student American Dental Association, and 
Student American Pharmaceutical Association) and administered by the 
Student American Medical Assoc i at ion Standi ng Committee on Community 
Health. 480 health science students from 114 schools attended the 
conference participating in numerous? workshops on community health 
topics. The issues of interdisciplinary approaches and the para- 
mount importance of consumer participation were stressed. 

In the summer of 1970, the American Indian Health Project com- 
plemented the Appalachian program. This provided an additional 
dimension of cross-cul tural exposure for the students. The Indian 
Project was particularly innovative in that the students were in- 
vited by their respective Indian tribal council and were directly 
responsible to these Indian consumer groups. Additionally, the 
students worked with adolescents from the Neighborhood Youth Corps 
in interesting them in pursuing health careers. 

In the late summer of 1970, the SAMA Standing Committee on 
Community Health formed a subcommittee on Local Projects designed to 
deal specifically with the increasing number of local community 
health projects. The subcommittee was composed of students from 
the disciplines of medicine, nursing, pharmacy, and dentistry. They 
developed a set of guidelines which would be utilized by local groups 
in developing local projects in a more sophisticated manner. These 
stressed the importance of interdisciplinary teams, provision of 
services in response to defined and accepted needs, continuity of 
care, consumer respresentat i on, and proper auditing and evaluation 
of the projects. The subcommittee offered small "^'seeding grants" 
to local groups to develop these projects as demonstration models, 
which, if successful, would hopefully rec^'ive additional support 
from other sources. Many of these l^ocal experimental projects be- 
came successful operations, some even expanding into mul ti-mi 1 1 ion 
dollar comprehensive community health clinics. 

In October, 1970, the Subcommittee on Local Projects conducted 
a National Conference on Local Community Health Projects funded through 
grant by the Office of Economic Opportunity. One hundred and twenty 
student leaders from nearly fifty local community projects assembled 



together in Kansas City to share experiences, discuss various topics 
of interest, and plan strategies to better deal with local projects. 
The proceedings of the meeting were collected into a booklet which was 
then sent to each local student group interested in developing com- 
munity health programs. 

The summer ^f 1971 saw the Appalachian program in its third 
year, the Indian project in its second, and a thrrd was added: 
the Migrant Worker Student Health Project. The latter proved not as 
successful as the first two due to a lack of adequate time to de- 
velop the program and properly prepare the communities. However, 
much was learned from that experience, and plans fo. the following 
year's program were appropriately modified. 

A new dimension has been added from the spring of 1971 to the 
present signifying the beginning of the. third era in community health. 
At a meeting of the National Student Health Project Coordinating 
Subcommittee in Atlanta in March, J.t was decided that in order to 
have significant impact on the total health manpower development 
picture in the areas in which students were working it would be 
necessary to involve health science schools and other health pro- 
vider agencies and institutions in a much more meaningful manner. 
Thus, the goal of student projects would be primarily catalytic, 
acting to facilitate a coordinated and cooperative approach to ful- 
filling health manpower and service needs in a community by the 
community residents themselves, health providers, students, and the 
agencies and institutions concerned with those matters. 

Thus, the National Student Health Project sought to involve 
the health science schools in the development and operation of the 
programs. An effort was made to persuade rhe schools to grant 
academic creditfor the student participants. Involvement with local 
agencies such as Regional Medical Program was established to make 
the programs locally administered and year-round. Program ob- 
jectives included the establishment of local health education centers 
in the communities in which the students worked which would then 
become the focus of future program development and health manpower 
programs . 

A new program developed by SAMA is the Community Health Orienta- 
tion Program for Students (CHOPS) which seeks to establish an inter- 
disciplinary educational and service experience for students within 
a comprehensive community health clinic as a part of their formal 
curricula. This is being conducted as a demonstration model for new 
curricula in community health through a grant from the Office of 
Economic Opportunity. 

Local projects continue to develop through ^he Subcommittee on 
Local Projects which is presently negotiating with a number of 
agencies to develop projects withrn their interest area, such as 
the March of Dimes, Squibb Pharmaceutical Company, Sickle Cell 
Foundation, etc. 



Other local projects are being developed through the Head Start 
program to place health students with local Head Start Councils 
and help mothers deal with the health and development needs of their 
chi Idren. 

The Student American Pharmaceutical Association is conducting a 
drOg education program through local interdisciplinary student groups 
who will work with high school students. 

In total, at the time of this Health Manpower Conference, ap- 
proximately 5,000 to 8,000 health science students are annually 
involved in student- i n i ti ated community health projects. These 
projects represent a wide spectrum of activities, some more ambitious 
and sophisticated than others, yet all significantly contributing 
to the improvement of health care provided to all Americans. 

Though still faced with problems such as relationship with 
communities, academic value of the projects, ability to form 
functioning health teams, and recruitment of student and professional 
manpower, these projects have been able to reorient the health student 
to again relate primarily to that which is most important: the care 
of the patient. It will be years before any rigorous evaluation 
can possibly be made of the impact of these student efforts on 
their future practice as professionals. However, few can doubt that 
these projects have exposed the deficiencies of our existing system 
and have challenged all those responsible to decisively meet those 
responsi bi 1 i t i es . . 



BIBLIOGRAPHY 



1 . Compendi urn of Heal th Science Student Participation in 

Community Health Activities , ed, Martin, E.D,, SAMA 
Standing Committee on Community Health, March, 1970, 

2. Final Report; Conference on Local Interdisciplinary 

Community Health Project , October 1970, SAMA Standing 
Committee on Communit:y"Tlealth . 

3. Final Report; Appalachian Student Heal th Project , 1969 , 

1970, 1971 , SAMA Standing Committee on Community Health. 

k. Final Report; American Indian Health Project , 1970, 1971 , 
SAMA Standing Committee on Community Health. 

5. Final Report; Migrant Workers Health Project 1971 , 

SAMA Standing Committee on Community Health. 

6. Community Health Orientation Program for Students , proposal, 

SAMA Standing Committee on Community Health, V^72. 

7. Report; American Medical Association Funds for Local 

Communi ty Heal th Projects Grants , SAMA Standing Commi ttee 
on Community Heal th, 1 97 1 . 

8. Final Report; 1970 Sears Roebuck Foundation Grants Local 
Community Health Projects , SAMA Standing Committee on 
Community Health, November 1970. 

National Student Health Project; T97^2 , proposal, SAMA 
Standing Committee on Community Health, August 1971 . 

A Summary of the Development of Health Science Student 
Participation in Community Health Activities , Martin, E.D, 
(unpublished paper) April, 1970. 

"The Politics of Community Medicine Projects: A Conflict 
Analysis T" Jeoffry Gordon, Medical Care , Nov. -Dec., 1969, 
Vol /Vl I , No. 6. 

12V Geiger, Jack H., *'0f the poor, by the poor, or for the 
poor; The mental health imol Ications of social 
control of poverty programs,*' Psychiatric Research 
Reports , April 19o7. 

13* Smith, Stephen R., *^The role of the health professional 

in achieving effective consumer participation" New York 
Academy of Med i ci ne Bui 1 et i n . Vol. 46, No. 12, Dec. 1970. 



9. 
10. 

11. 



-50- 



HEALTH MANPOWER CAUSE CELEBRE 1967 - 1972 



Charles E. Payton 
University of California - San Francisco 
Student American Medical Association 



I ntroduct ion 

The Nat ional Advisory Commission on Health Manpower opened its 
report In 1967 with the following approach to United States' *^health 
crisis." *'The crisis, however, is not simply one of numbers. It 
IS true that substantially increased numbers of health manpower will 
be needed over time. But if additional personnel are employed in 
the present manner and within the present patterns and 'systems' 
of care, they will not avert, or even perhaps alleviate, the crisis. 
Unless we improve the system through which health care is provided, 
care will continue to become less satisfactory, even though there 
are massive increases in cost and in numbers of health personnel!" 

It is appropriate, therefore, that this paper on health manpower 
look at the topic in the context of entire health system. To do so, 
it is necessary to identify the elements of our health care system 
and describe the environmental and political forces which will in- 
fluence its evolution. 

Though the title and opening reference of this paper mark 1967 
as the beginning of a pentad of increasing Interest In health manpower, 
the Economic Opportunity Act and health legislation of 1965 brought 
the first significant changes in our health system in over fifty 
years.* From the 1965 legislation sprung OEO neighborhood health 
centers and the Medicare- Med lea id programs which extended health ser- 
vices to a large number of citizens who were previously disenfranchised. 
Throuqh its guidelines for model neighborhood health centers, 
the Office of Economic Opportunity (OEO) sought to create new pctterns 
for manpower utilization and provide community employment by train- 
ing Indigenous personnel in a variety of outreach and primary care 
roles. The significant increase in demand for health care brought 
about by Titles 18 and 19 (Medicare and Medicaid) generated several 
new political and economic forces that have and will continue to 
effect the course of manpower development. 

Elements of the Health System 

( 1 ) The lowest common denominator in the operation of any such system 
is financing . Money is certainly a precursor of facilities, trained 
providers and even knowledge. Since these subjects warrant individual 
consideration, this brief exploration of financing will take a more 
general perspect ive. 



*1910, the date of the Flexner Report on Medical Education, is used'ft^r 
comparison because of the improved quality of health care attributed 
to the adoption of the Flexnerian model. 
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The concept of financing is inseparably linked to the finite 
limitation of available resources. Unlimited options for the use 
of these resources force an individual, or the government, in the 
case of a large complex society, to set priorities. Recently our 
government has been severely maligned for the apparent lack of at- 
tention it has given to health issues. These criticisms have been 
spawned mainly by federal and state limitations placed on expenditures 
for direct medical services. Without defending government's position, 
it should be pointed out this criticism is only partially valid. 
Health professionals must recognize that just as there are alterna- 
tive ways of utilizing health manpower for any given level of fi- 
nancing, there is also a variety of ways for meeting basic health 
needs. Providing the services of health professionals is only one 
of these. The United States presently spends approximately seven 
per cent (7%) of it? gross national product on health care. This is 
contrasted with many large countries of similar heal th standards 
which spend only five per cent (5%). The first issue then is not 
spending more for direct services but scrutinizing what we are getting 
for our money. As Paul Elwood M.D. says in writing about Health 
Maintenance Organizations, ''The U.S. spends enough, but just doesn^t 
spend it well." The second issue is whether we are spending enough 
on complementary social services which promote heal th rather than 
providing care. Appropriate education, rewarding employment, and 
high quality housing are examples of servi:ces seldom looked upon as 
heal th mat ters but which^may demand significantly increased portions 
of our national resources before the health of Americans can be 

?reatly improved. 
2) Faci 1 ! t i es are important from the standpoint that their location 
is a significant factor in the distribution of manpower. Also, the 
expense of their construction and operation is an option which competes 
with manpower training and support as a use of available funds. 

It is not surprising that variety and spe^^i al i zat i on in facili- 
ties have increased in a pattern similar to that of professional 
disciplines. As a consequence, some decisions related to making 
health care equally available to all users must treat facilities and 
personnel as a single package (e.g. nuclear medicine). In other in- 
stances limitations or abundance of facilities will prompt the develop- 
ment of new forms of manpower or replace those that are obsolete. 

A planned approach to the distribution of facilities first be- 
came available nation-wide as a result of the Hill-Harris Amendments 
in ]SSk and has been continued through subsequent Hill-Burton bills. 
The resultant linkages between facilities construction and Compre- 
hensive Health Planning (CHP) and Regional Medical Programs (RMP) 
must be viewed as influences or even determinants in manpower planning. 
(3) Manpower , as this conference reflects, is an issue which offers 
a myriad of approaches. It is indeed a game of numbers, but as the 
National Commission pointed out "more of the same" is no solution to 
our health problems. As the employer of nearly one in every fifty 
Americans, a major problem in the health industry is equal access to 
careers as measured on racial, ethnic or sexual lines. The import- 
ance of equal opportunity employment in hea'th goes beyond the in- 
terest of the worker; it strongly determines the quantity and character 
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of care received by populations underrepresented in health professions. 
As a service which society appears to have decided is a right for 
all, either a conscientious professional community or a responsive 
government must soon provide a mechanism for distributing manpower 
equitably. Equal vocational and career access seems to be a partial 
answer. 

The answers to the What, Where, When and How? questions about 
manpower are dealt with throughout this paper and should not be 
repeated here. 

{M) Operat ional desi gn is the least tangible of all elements which 
functionally relates all of them one to another. This intellectual 
resource is as much a product of our technologic age as computers 
and telecommunications/ The challenge is to provide a design for 
the system that will enable it to, a) utilize each worker in a role 
consistent with his most productive skill and, b) guarantee compre- 
hensiveness by training new personnel or broadening the qualifications 
of those already available. As we realize the true complexity of 
health', its promotion, maintenance and restoration, the need for 
applying the skills of numerous practitioners becomes more evident. 
In order to maximize the quality of health Crire, linkages of the sort 
implied by the team concept will have to form across disciplines, 
between professionals and with consumers. Jnf ortunatel y the health 
team is a concept treated to date with an unjust preponderance of 
words and a paucity of action. 

(5) Techno-science in addition to operational methodology has yield- 
ed valuable machi nery which has aided in the delivery of health ser- 
vices. These utensi I s have generally expanded manpower productivity 
by both speeding the rate at which each handles his necessary in- 
formation and widening the scope of services he can competently 
provide. Examples (in order) would be the use of computerized data 
storage and retrieval and the administration of automated health 
histories by allied professionals. It seems Almost certain that an 
improvement in quality can also be expected due to the increased, 
rapid sharing of data between practitioners. This would include 

the emergency transmission of medical records across great distances, 
buiihding composite health profiles from the contributions of each 
team member, and even peer review. 

In areas where manpower tasks have tended to be mechanistic, full 
'•responsibility*' may be turned over to software with a gain in both 
competence and efficiency. Such an area could well be the monitoring 
of pharmaceutical therapy by computer. 

(6) Reimbursement mechani sms for providers and institutions is one 
specific variant of the financing element. Some suggested changes in 
the present largely fee- for-service system seem to frighten certain 
providers to the verge of ''dropping out*' when in fact their expressed 
purpose is to improve the consumer's relationship to the system. 
This aspect of the system should encourage health care recipients to 
seek services early, maintain effective contact with the system and 
rigorously carry out instructions for self-care. Any ideal mechanism 
would also remove the responsibility for reimbursement from the 
person or family of one who is ill. 
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(7) The acquisition and transmission of knowledge constitutes the 
last major element of the health care system. The explosive growth 
of the pure sciences over the last two decades has been a major force 
in the trend toward specialization. No longer can one practitioner 
be all things to all people. Unfortunately it seems that our deficit 
in know-how for applying all the knowledge that is available seems 
to be increasing. Health care systems that can channel all resources 
to the personal and public benefit is one of our most needed areas 
of research and experimentation. 

Homeostasis and growth of the health system are both accomplished 
through the education of new health professionals. For the er 'rational 
institution to function appropriately it must be a repository o know- 
ledge in both the pure and applied sciences. That our uni versi t i tes 
and colleges are lacking in the applied sciences is evident by the 
inefficient, irrational role models they present to student professionals. 

Two additional points about ou r educational institutions and health 
manpower need to be mentioned. As new careers are created based on 
the task requirements of the health system, it may become the respon- 
sibility of training centers to create and i^nplement appropriate 
curricula. Some equivocation about their participation seems just- 
ified because of their inability to date to translate job descriptions 
and task analyses into educational programs. Because educational 
i nst I tut ions are the entry-ways to health careers, they are additionally 
important factors in bringing about equal representation of all 
segments of the public. This, and certain geographical considera- 
tions mentioned later, have significant effects on the distribution 
of health manpower. 

Pol I ti cal Forces 

( 1 ) Publ i c demand for services has increased beyond the limits of 
fulfillment by the present system. This has occurred because of in- 
creased numbers of purchasers seeking care and as a result of the- 
average consumer being aware of ever- increasing types of available 
services. The inflationary prices, which can be expected in any 

market which offers inadequate competition between providers, have 
prompted great public displeasure over the diminishing value of its 
heal th dol 1 ar, 

(2) Consumer organizations which participate in the development of 
health policy have become a potent force at the local and regional 
level. Their concerns about availability, accessibility and accept- 
ability have made these issues to be dealt with in the planning of 
all manpower programs, 

(3) Third parties-conglomerate intermediaries-have become the 
direct payers of a major portion of the nation's health bills. In 
order to compete for private subscribers these companies have tried 
to install economic ceilings on provider costs. These regulatory 
actions have a definite impact on the delivery system and the new 
patterns of care that will be evolved, 

(4) As the spender and sometimes guardian of public tax dollars, 
the federal government is placing more and more attention on the 
maintenance of health. It will most certainly be joined by the 
country's industrial complex in its presumption that early inter- 
vention is the least costly form of care measured both in terms of 
direct services provided and in the loss of net productivity due to 
1 1 1 ness , 



(5) There has been a general increase in the expected performance 
level of health professionals. Irrational insurance codes and a 
flood of legal actions predicated on malpractice have tended to make 
government actions on licensure and certification very conservative. 
Further solidification of professional boundaries can only impede 
the development of fluid manpower roles that are capable of respond- 
ing to the needs of a dynamic environment in an efficient and com- 
prehensive fashion. Until no-fault insurance, designed to give the 
consumer just protection, is enacted across the country it seems 
unlikely that the health system will benefit from the level of inter- 
professional cooperation that is possible. 

Environmental Factors 

XT) Improved control of infectious disease and elevated nutritionaj 
standards have brought a change in the type of illness demanding the 
most services. Chronic and degenerative dis.^ases are more prevalent 
today and can be expected to require even larger portions of our 
health resources in the future. 

(2) Population pressures have adversely affected social stability 
and physical health at both the individual and community level, 
^'Social engineering" is the recently coined discipline for dealing 
with this problem. Overpopulation is already modifying the type 
of problem presented to health professionals. As we seek and find 
ways of responding to these new needs we will become practitioners 
of this new discipline, 

(3) Technology has made available numerous new methods for deliver- 
ing care. Such factors as transportation and computerized information 
have brought about not only new models for delivery (e.g. central- 
ization of highly sophisticate* or expensive services) but increased 
options for future resource allocation between manpower and "machine 
power." 

(4) Severe contrasts in U,S, demography influence how the health 
system deploys its manpower. "In order to provide each person with 
reasonably equivalent care, rural areas, for example, may have to 
utilize general ists more extensively because there is insufficient 
population to support a full complement of specialists. The highly 
mobile nature of our population also demands a system fluid enough 
to keep up with large increases, decreases or changes in nature of 

a local community. The basic premise here is that manpower reflects 
the unique needs of the community and that these needs are frequently 
enough reviewed to keep the health system up-to-date. 

Discussion 

The manpower issues that have been raised in this paper can be 
categorized in the following way: 

1) increasing the numbers of practicing health professionals 

2) achieving equitable representation of subpopul at ions (racial, 
ethnic etc.) in the professions 

3) increasing the efficiency, and thereby economy, of practice 
patterns 

k) designing manpower systems which provide quality, compre- 
hensive (including promotive and preventive) care 
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5) redistributing services to benefit geographically and 
economically isolated populations 

6) adopting regulatory legislation that protects health care 
recipients but is also flexible enough to meet changing 
heal th needs 

Many events have occurred during the last two years which treat these 
manpower issues in the context of the entire health system. Though 
most are quite recent, it is the author's opinion that most owe their 
genesis to the 1967 Report of the National Advi? ^-y Commission on 
Health Manpower and the analysis, experimentation and public dis- 
cussion during the ensuing years. By looking n ")w at some specific 
examples of these actions it may be possible to ^ -edict the future 
of health manpower. 

Most recently, the President's budget request for 1972-73 gives 
an indication of how financial incentives will be used to stimulate 
new modes of health care. A 533 million dollar request for manpower 
programs in the area of education and demonstration projects shows 
a high priority compared v;ith other developmental spending. Mr. 
Nixon has asked that monies for educational facilities construction 
be cut from the budget for 1973. Analysis of these economic facts 
suggests that the administration's strategy will be to increase the 
efficiency of our educational system as a method of producing great- 
er numbers of professionals. The President's request also seeks 
more funds to bring economically disadvantaged people into the health 
fields. Other line items which reflect new or increased government 
interest include 149 million dollars for family planning, research 
and services, 15 million dollars for sickle cell programs and 2k7 
million dollars for maternal and child health. 

The Health Maintenance Organization concept, first proposed in 
Section 239 of the Social Security Amendments of 1969 (H.R. 17550) will 
receive direct support for the first time under the proposed Presi- 
dential budget. It is expected that 36 million dollars will be dis- 
tributed amongst approximately 348 potential HMO sponsors. The 
possible enrollment under the programs receiving this funding would 
be 10.4 million subscribers. The HMO guidelines embrace a wide 
variety of administrative mechanisms all intended to stimulate more 
preventive health care and improve linkages between all segments of 
the delivery system. As pointed out earlier, the government's pur- 
pose for promoting early intervention is purely a dollars and cents 
matter of obtaining equal or better health levels without as much 
expensive curative and rehabilitative care. Whether it be through an 
expanded group praCi.ice such as Kaiser Foundat ion- Permanente Medical 
or through financial actuaries such as the San Joaquin Foundation, 
HMO's will bring the full expanse of necessary services (from pharm- 
aceuticals to hospital care to home nursing) under a single adminis- 
trative unfcrel la financed on a prepaid basis. It is apparent that 
HMO's will address certain manpower issues (numbers three and four 
on the list) but the concept offers no solution to the maldistribu- 
tion of resources nor does it present a means for delivering care to 
those who can not afford membership. If HMO's are to ever serve rural 
and dispersed populations it seems they will have been given an in- 
centive, probably economic, for establishing new facilities and 
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recruiting or training personnel. At least two major questions 
stand in the way^f rapid development. One, why should successful 
providers undertake the burden of restructuring their operations 
to create or join an HMO? Two, in the absence of public financing, 
for HMO **start up** costs, will the proprietary sector be the lone 
adventurer in this field and if so will further corporate profit be 
an accepted influence in the health industry. 

Until 1971 the federal appropriations for health professions 
education came under the title of **Heal th Professions Education 
Assistance Act." A House and Senate Conference Committee changed 
that to the ^'Comprehensi ve Health Manpower Training Act of 1971. 
Coming as amendments to Title VM of the Public Health Service Act 
this bill shows Congress' strategy on heaHh manpower to be similar 
to the administration's. This bill offers schools bonuses for student 
retention by giving larger capitation grants for each student in 
his year of graduation and includes incentives for increasing first 
year class size. It also authorizes more support than ever before to 
new schools in their *'start-up" phase and institutions in financial 
di stress. 

There are four notable sections of the Manpower Training Act 
which relate directly to needed changes in the health delivery 
system. Though these are minor portions of the bill carrying very 
little of the authorized funding, they are significant indicators 
of what to expect in the future. 

To qualify for capitation grants to meet educational costs 
(Section 770), any school not having receJved money during the 1971- 
72 fiscal year will have to carry out projects in any three of nine 
possible areas. These include: 

A) Projects to effect significant improvements in curriculum 

B) Projects to establish cooperative interdisciplinary training 

C) Projects to train for new roles, types or levels of health 
personnel 

D) Projects to make innovative modifications of existing pro- 
grams in education of health professions (e.g. courses on 
organization and f 1 nanci ng of health care ) 

E) Projects to assist in significantly increasing the supply 
of personnel 

F) Projects to establish increased emphasis on clinical pharma- 
cology, drug abuse and nutritution 

G) Projects to provide at schools of pharmacy increased emphasis 
on cl i ni cal pharmacy 

H) Projects to increase admission and retention of soci oeconomi - 
cally disadvantaged 

I) Projects to train and educate primary health professionals 
particularly in fami 1 y medi ci ne 

Over half of these initiatives deal directly with imprcing the num- 
ber, nature or distribution of providers. 

A special section of the legislation is entitled "Health Manpower 
Education Initiative Awards (sect. 77^)*'. This carries the stated 
purpose of improving the distribution, supply, quality, utilization 
and efficiency of health personnel and the health delivery system. 
It authorizes grants or contracts to public or nonprofit private 
health or education entities for projects in the following categories: 



A) Redistribution of manpower by area or specialty to favor 
areas designated as having shortages 

B) Improving efficiency of personnel utilization 

C) Evolving better patterns of training and education 

D) Achievi ng more effective organization and delivery of health 
services through the use of the team approach 

E) Fostering geographic organizational arrangements serving 
the general purpose of Section Ilk 

F) Providing health professions education to individuals who 
it is "reasonable to assume^* will practice in areas having 
manpower shortages. 

The last new category of institutional support is devoted to 
training in family medicine (Section 767). One hundred million 
dollars was authorized be be spent over a three year period to sup- 
poFf programs and give financial aid through traineeshlps and fellow- 
ships to those in the programs. 

The Physician Shortage Area Scholarship Program (Sect. 784) 
seeks to improve the medical care of persons in two categories. These 
are residents of areas having a physician shortage and migratory 
agricultural workers and their families. The scholarships have a 
maximum award of 5,000 dollars per academic year per medical student, 
In return for this educational support the student agrees to engage 
in primary care In an area prescribed by the Secretary of HEW as ^ 
fitting ei ther of the categories described above. One year of such 
practice is required In exchange for each year of scholarship support. 

In a move unrelated to the Manpower Act, the Regional Medical 
Program Services may soon be supporting a new concept In education 
designed to improve the geographical distribution of personnel. The 
concept, which is called Area Health Education Centers (AHEC's) and 
was the only near revel at i onary product of the Carnegie Commission's 
report on Higher Education and the Nation's Health , seeks to de- 
central i zenEhFTd[rcaFrorr"anTTrFr^ Tn contrast to the 
Carnegie Commission, the RMPS sees AHEC's as 'M ndependent xommuni ty 
based consortia or providers of health services and providers of 
education and training.*' It has been found that there is a. correla- 
tion between the site of education and a health practitioner's even- 
tual location of residence. For the medical profession this cor- 
relation is with his or her location of postgraduate specialty ed- 
ucation. AHEC's will be established In conjuctlon with health pro- 
viders in areas typically demanding additional manpower. They will 
not, however, be just mini medical centers because they will be 
encouraged to relate their manpower programs to the service needs of 
the surrounding population. Linkages with area-wide health planning 
agencies should make possible this translation of health service 
priorities Into manpower needs. Such an approach might, for example, 
cause some AHEC's to concentrate on the training and upgrading of 
allied personnel whereas other's activities will reflect ^ need for 
more professionals such as physic? ans and dentists. 

By having academic programs more widely available the needs for 
continuing education can be more adequately served. Though the 
group practice model can Improve the quality of health care by pro- 
moting peer review and peer education, the resources of AHEC's will 
be a useful and necessary adjunct. 
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A third potential for AHEC's seems to have been overlooked 
by most planners. The regi onal i zat i on of health services as des- 
cribed by Weinerman and others assigns medical centers the respon- 
sibility for highly specialized tertiary care. These are the medical 
centers which presently educate most of our professional manpower. 
The guidelines which RMPS may adopt call for AHEC's to be developed 
in cooperation with al ready exi st i nq health care programs. If area 
health planning efforts indicate a specific need for tertiary care 
it may be necessary to develop an AHEC in conjunction with a new 
referral center. This center would then engage in training but 
still on a scale more limited than those insti tutions cal led 'Wdlcal 
centers, and thereby meet the area's need for specialty manpower. j 

Through the Emergency Health Personnel Act of 1970 (P.L. 91-623) 
Congress amended the Public Health Service Act to create the National | 
Health Service Corp (MHSC). The short range goal of the NHSC i s to I 
bring needed health care to areas which can certify a manpower short- 
age. The mechanism provided by this legislation is assignment of * 
two year commissioned officers or civil service employees to such 1 
areas. The one potential hitch in this scheme is the necessity of 
getting acceptance from local professional groups who have in some 
cases been unwilling to admit that their membership is unequal to ! 
the task of meeting all of the population's .heal th needs. In gaining • 
adoption of the Emergency Health Personnel Act it was argued that 
a long term benefit would be the permanent redistribution of manpower 
to areas where they served their brief two year experiences. The 
administrative staff of the NHSC is also attempting to identify more 
efficient manpower utilization patterns by using a health team approach ; 
in making their personnel placements. Though it is too soon to tell, 
it is hoped that both of these long range goals will be realized. 

The National Health Insurance plans alluded to earlier as I 
financing mechanisms have a direct effect only on the relationship 
between consumers and the health system. By providing universal 
coverage through any mechanism at least 20 million additional people : 
would be given access to what is euphemistically called ''mainstream t 
medicine." Insurance that provides complete coverage with reference 
to both expenses incurred and the nature of services rendered would 
also encourage increased use of health services by those who are 
already consumers. Increased use by this population is certainly 
warranted but not in the area of professional services which Medicare 
and Medicaid have proven to be the present bottleneck in our system. 
Two pragmatic constraints dictate reorganization for efficiency and 
comprehensiveness. First, to create the supply of providers suffi- 
cient to extend the present system to all potential users would require 
a lag period of at least a decade. This time would be required not 
simply to build educational facilities, for this investment is probably 
not necessary, but to graduate enough classes that have increased 
enrollment. Second, expansion of the present system would increase 
the nation's expenditure for direct health services by ten to twenty 
per cent (based on a per capita calculation of cost). This is a 
figure the public probably would not, and definitely should not 
tolerate. 
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The only Natio ^ Health Insurance proposal which would devote 
any resources to the inner functioning of the system itself is the 
Health Security Act sponsored by Senator Edward M. Kennedy. His 
bill includes a Resources Development Fund which uses 5/ of the trust 
fund for programs ''to improve the health system, especially in 
areas like manpower ap^ innovative services and facilities/* The 
trust fund would be like that of the Social Securities Administra- 
tion which is the recipient of all social security taxes and payer 
of al 1 benef i ts. 

Conclusion 

Systems analysis is a discipline recently oroposed as a method 
of confronting the problems of our health system and manpower planning. 
The first step in the ••systems approach*' is identification of the 
problems to be solved and articulation of objectives that would 
bring about such a resolution. Those who state the crisis we face 
in terms of the delivery of service err as a result of a narrow 
perspective. Our crisis Is heal th ! The investment of 7% of the GNP 
is ineffective if the equally needed resources for housing, education, 
economic and- social equality are not provided. 

Systems analysis was Introduced only in part to get the reader to 
recognize that an improper statement of the problem jeopardizes 
the success of any attempted solutions. It is also presented because 
Wilbur Hoff Dr. P,H, has offered a methodology for its application 
to health manpower planning. He makes an appropriately broad state- 
ment of the problem in Step One and then follows one of many avail- 
able courses by advancing to manpower issues in Step Two. 

Step One Determine what must get done to the people or to 

the environment for optimum survival. 
Step Two Identify what workers have to do (tasks) 
Step Three Analyze tasks in functional terms in order to yield: 

A) Performance standards 

B) Workers functions dealing with data, people, objects 

C) General education development (GEO) as the minimal 
preparation for any workers entering training 

D ) Worker i nstructi ons 

E) Training required (beyond 'iED) to acquire specific 
job- rel ated -ski 1 1 s, attitudes, etc. 

Step Four (re) structure the tasks into (new) career ladders. 

From step one simiiar progressions could deal with the* relationship 
of the political system or education of the public for self care. 
The issue of the political system is one that must be confronted 
simultaneously because it controls* needed resources and confers 
legi t Imacy, 

This sample outline is presented so that the reader who has reach- 
ed his own definition of the prc^leir can work toward a possible solution. 
It is probable that the reader^s answers will be similar to those cover- 
ed in the Discussion section. But, it is also likely that the actions 
taken by government, the foundations, he3lth science schools and the 
professional community will appear very imcompletel 
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HEALTH PROFESSIONS MOBILITY 
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Career mobility can be likened unto Mark Twain* s obervations 
about the weather, much talked about, little done about. 

What is talked about? Career ladders, vertical mobility, hori- 
zontal mobility, and lattices are all concepts mentioned. 

A visual concept of the 'Madder** is obvious in some health pro- 
fessions. For example, in nursing it extends from nurse aide, to 
practical nurse, to associated degree or diploma, to baccalaureate 
degree, to masters degree, etc. This concept of a ladder, also 
referred to as vertical mobility, allows for an individual in a 
given profession to upgrade the level of his educational and task- 
oriented capabilities according to his motivation, performance, 
and 1 eve 1 of ach i evemen t . 

By adding a second level of mobility, horizontal, our concept 
becomes one of a lattice or more tangibly, a checkerboard on which 
the player can move ve^^tically (up the ladder), horizontally (to 
another profession at an equivalent level), or diagonally (to a 
new profession on a higher level). 

One author went so far as to compare mobility to a ''jungle gym" 
allowing for various modes of entry, transfer, and ascendance into 
the health prof essions.2 

Why consider mobility? How does it relate to health manpov^er? 
V/e are constantly hearing of health manpower shortages to be filled 
by increased utilization of allied health personnel with specialized 
technical skills. Leaders in education and professional practice 
have realized that most, if not all of these allied health professions 
lead to dead ends or terminal positions where one becomes locked into 
the system. The only alternative for betterment is to start again, 
at the bottom. Road blocks to career mobility can tie up resources 
invested through education and training in these individuals as well 
as stifle their personal motivation and initiative to perform at the 
highest level of servi ce wi thi n their competency. 

How does career morbidity become career mobility? This requires 
a coordination and collaboration of education, training, licensure, 
and practice on a regional as well as national basis. The remainder 
of this paper will be concerned with roles of education and training, 
roles of licensure and practice, and mechanisms for coordination of 
career mobility efforts. 
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Roles of Education and Training 

Barriers are created as a result of values, attitudes and belie ^ 
of the public, health professionals, educators, and admi n i stratars . 
These may result in partial or complete blocks to entry into health 
manpower categories or to mobility vnthin them.^ 

One of the tradi t i on«'jl barriers in all of education is the utili- 
zation of grades as the sole criteria for admissions. This problem 
is being overcome in most junior and community colleges, but still 
exists in most four year colleges and in virtually all levels of 
graduate study. The latter programs, as a result, are still having 
a hard time in finding disadvantaged students who can meet their 
entrance requirements. A concern for lowering of standards may be 
questioned here, but often minority students, when admitted on such 
criteria as commitment to community service, initiative and motivation, 
can with a minimum of additional help compete equally with their 
schol ast i cal 1 y admitted colleagues. 

Similar problems exist in admission of rurally oriented students, 
women, and older people. Admission requirements for the various health 
science programs must be adapted to facilitate entrance of members 
from each of these under- represented groups. 

After entrrice into the health field, one also encounters barriers 
to attempts at vertical and horizontal mobility. To conserve health 
resources , the /arious levels of health programs must begin givijig 
credit for abilities already possessed by individuals seeking admis- 
sion. Experience through previous education or job experiences m^py 
have already developed certain competency levels in an individual, 
therefore wast i ng time and resources when requiring that individual 
to repeat work. For ease in mobility and maximum health manpower • 
output, educational programs must develop and use equivalency exams 
and other means for granting credit at the college level in order to 
prevent duplication of work by students. 

The concept of cont i nuous progress education will aid in mobility. 
Often extensive lock-step curricula for professional health programs 
will f'nighten away capable and qualified students, especially the 
minorities and underprivileged. These students are disenchanted by 
the length and rigidity of programs for financial reasons or by the 
apparent difficulty for schoi^stic reasons. This is 'Where continuous 
progress education can aid in career mobility. From entry level to 
the top of the ladder in a given profession, the educational sequence 
should be structured so as to allow a student to exit at his level 
of competency or satisfaction or to allow him to work at one level 
;long enough to financially complete his ascent. This student should 
be able to re-enter at the same level from which he exited without 
penalty for having done so. This is not to say that the education 
should be so structured that all technicians, for instance, were 
previously trained as aides^ but that all aides with the capacity 
for functioning at the technician level should hdVe the opportunity to 



ascend to that level. Educational structure would then be such that 
the student who knows his capabilities and goals can enter and 
ascend directly to the level he desires, while the student not yet 
certain of what level he is capable of attaining can begin and progress 
through each level of that profession at his own capacity wi thoui loss 
of previous credit and training until he reaches his level of com- 
petency or satisfaction. 

Another major step in the development of career mobility will be 
the establishment of core curricula at all levels in the educat I otial 
process. The development of a common educational base for allied 
health personnel would seem to encourage increased vertical and 
horizontal mobility by offering alternatives that previously would 
have required re-entry at lower levels or even at the bottom. Just 
as importantly, if the health care teams of the future are to be 
effective, members of these teams will have to be trained together ^ 
sometime in the course of their educational experiences. Such train- 
ing should occur early enough, perhaps, in the careers of each to 
stifle prejudice and foster an appreciation of and-respect for each 
others roles. 3 Also this commonality of educational experience can 
be extended to asharingof facult-ies, facilities, and financial 
resources. Students of various disciplines taking the same courses 
at the same time could be taught by one professor and by staggering 
labs could increase utilization of such facilities, therefore conserv- 
ing educational resources. 

Most programs i n health fields today are using clinical experiences 
or on the job training as a part of the educational process. This 
practical experience is valid and very useful as an educat i onal tool , 
but caution must be used in these programs. Always relating this 
experieoce back to some form of college or academic credit will avoid 
needless frustration due to lack of acceptance of such experiences 
when attempting vertical or horizontal mobility. 

A balance of educational preparation with on the job training 
experiences must be achieved to produce the highest quality of health 
personnel available. The following example points out the dissatis- 
factions and frustrations of an imbalance in education and training: 
**A student who has achieved well in all of his general education, 
professional skills courses, and in his clinical training arrives on 
the scene for services. What happens? He has been taught how to 
accept responsi bl i ty , how to plan his laboratory time or treatment 
program and what does he find? Too often he i s i n a position 
where his job seems only related to how well he takes orders and 
performs mechanical technical skills. His educational experience has 
prepared him for assuming a role on the health care team that he 
doesn't get to assume; what disenchants him even more is that not 
only do other members of the team appear unwilling to accept his 
potential for a high level of performance, but to his dismay he finds 
that members of his own profession have learned to accept such a 
subordinate role. 
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On the other hand nothing can be more detrimental to vocational 
morale than for an individual to be given a task or responsibility 
for which he has received too little formal training. 

Roles of Licensure and Practice 

A major obstacle to increased career mobility comes from pro- 
fessional organizations that place a premium on selectivity and 
high standards required for membership. Licensure, certification, 
and accreditation are thus viewed in some quarters as symptaiiatic -- 
in the context of career mobility -- of the professionalism that 
has become a primary value in health occupations,, al mosf preempt ing 
such values as practitioner's skills and competence in job per- 
formance 5 When a certified lab assistant with seven years of 
competent service is required to take a full year of elementary 
bacteriology, the criteria for credential ing health professionals is 
obviously inappropriate. As Light states, "Surely there must be 
w.iys in addition to formal education and the acquisition of a P'ece 
of paper to prove the value and competence of a person on the job."D 

In 1969, California made a move in this direction by recognizing 
the training of medical corpsmen' seeking to become registered nurses, 
recognizing equivalent education or experience of candi dates for vo- 
cational nursing, and allowance of some credit for vocational nurse 
training to facilitate upward mobility to the level of registered 
nursing To better fac i 1 i taie career mobi 1 i ty , states and licensing 
bodies must begin to recognize that the learning of skills and 
competency can occur in settings other than that of formal education. 

One means of evaluating these acquired skills is proficiency 
testing which refers to a measurement of an individual's competency 
to perform at a certain job level -- a competency made up of knowledge 
and skills, and related to the specified job. Such testings is 
therefore, not only a measurement of the knowledge gai ned through 
didactic instruction, but also an assessment of job capabilities. 

Related very closely to the concepts of career mobility and pro- 
ficiency testing is the increasing interest In task analysis that 
utilizes techniques- for identifying and classifying jobs. The es- 
sential elements of task analysis are to: (a) identify each task 
(b) Ijidicate the skill Involved, (c) state the purpose of the task, 
and (dPindlcate the knowledge necessary to perform that task. The 
Department of Health, Education, and Welfare is currently sponsoring 
a number of projects dealing with task analysis that are designed to 
facilitate the- upgradi ng of certain categories of health personnel. 
Data obtained from task analysis can be used to: (1) evaluate the 
adequacy of an existing curriculum, (2) establish a new curriculum, 
(3) restructure jobs in order to make opportunties a"^ilable at other 
levels. (4) determine pay scales, and (5) determine ' hiring require- 
ments are realistic. Job analysis In the health fie.d is recognized 
as an Important factor in determining the redistribution of duties, 
functions, and respons i bl i t I es to effect an Improvement in the health 
care' del i very system. However, the method for accomplishing job 
analysis in a service-oriented, rather than product oriented, industry is 
still in the experimental stage."/ 
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On the level of the practitioners, associations, and agencies, 
barriers must be broken down if career mobility is to become a 
reality. The allied health professionals must begin to consider 
their relationships to each other by first relating themselves to 
present systems of health care delivery and ultimately to the patient. 
After this has been accomplished, indifferences and suspicion of 
intent will be turned to similarities of background, education and 
patient care functions. 8 This new outlook of cooperation among the 
health professions will facilitate each of the other concepts in 
developing mobility, i.e. core curricula, on the job training, 
equivalency and proficiency testing, etc. 

Mechanisms for Coordination of Career Mobility Efforts 

Impl i ed wi thi n the concept of mobility is a system of standards 
for education, licensure, the practice that is transferable through- 
out the entire nation, hence geographical mbbility^as well as career 
mob i 1 i ty . 

Nationally there exists marked overlap of activities, duplication 
of efforts, and fragmentation of programs in allied health training 
and manpower development activities. There is confusion not only as 
to a commonly accepted definition of allied health manpower; but, 
also, as to curricula, licensure or certification, and a rational' 
basis for determining functional roles of the various categories 
of the allied health personnel. Because of this state of affairs in 
allied health training and manpower development, vertical, horizontal, 
and geographical mobility become difficult, if not impossible, for 
a large number of allied health personnel. 

In view of the multiplicity of training and educational institu- 
tions, health care agencies, professional associations, accrediting 
bodies, and government agencies involved in allied health training, 
university based regional centers must be developed to subserve a 
very broad functional role In these areas. The roles and respon- 
sibilities of these regional centers in allied health training should 
include providing leadership in educational programs, providing tech- 
nical assistance to other training institutions, and working in a 
collaborative manneV with all training institutions or agencies, 
in' a.compl imentary fashion. 9 !n order to make such regionally based 
programs compatible on the national 1 evel , studies' such as the one 
proposed by Senator James B. Pearson of Kansas should be carried out. 
The study referred to is Senate Bill 135^ introduced March 24, 1971. 
The title is ''Model State Code'* and the bill I s an amendment to the* 
Public Health Service Act. The purpose of this amendment \s: 

"(1) to expand the role of thecal lied health professiors in meeting 
the health care needs of the Nation; and 

(2) more effectively to utilize the services of individuals 
engaged in such professions; 'the' Secretary shall prepare, and distribute 
to the States, a model code on licensure and certification of persons 
engaged In the allied health professions. 
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The model shal 1 : 

(a) define the various occupations and specialties in the 
allied health professions; 

(b) set forth educational and other qualifications (training 
on the job) required for licensure or certification in each of such 
occupations and speci al ties; 

(c) describe the duties and responsibl i li es of each, such oc- 
cupations and specialties and specify the type of supervision 

(if any) required in the performance of such duties and responsibi- 
lities. ''10 

As stated by Perry, ''One avenue is certain: action is required. 
In order to make career mobility a visible and accepted part of 
meeting our health manpower needs, each of the points in this articl 
must be acted upon and ultimately coordinated by programs such as 
the regionally based university centers and the model state codes. 
Making realities of these concepts is the responsibility of practic- 
ing professionals, educators, and students. 
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TECHNOLOGIC CHANGE AND MEDICINE 



Clement McDonald, MD 
Regenstrief Institute For Health Care 
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New technology produces change. The entire social and 
economic fabric of a nation was changed by the invention of the 
automobile. The direction and degree of such change have generally 
escaped prediction. Witness the turn of the century observer who 
cheered the advent of motor vehicles because they would soon end 
the terrible noise and odor of horse-filled streets, 

I do not pretend to be better able to predict the future results 
of medical technology. Rather, I hope to point out the circuitous 
path that a technologic innovation may follow to its ultimate results. 
In addition, I wi 1 1 describe in some detail the technologic innovaUons 
now changing the face of medi ci ne and those that lay on the horizon"" 
with particular reference to their impact on manpower needs. 

One can view medicine as a fairly well defined subsystem within 
the larger social system of the nation state. Technologic changes 
within med'cine have effects whi ch *i nteract variously with the sub- 
system, the entire system or both. In particular most medical 
innovations will have three levels of effects. The first of these 
are the planned biologic effects or purpose of the innovation. As 
an example, consider Thalidomide, The drug was developed to serve 
as a tranquilizer for pregnant women. At the second level are those 
bi6logic or physical effects which were not planned and only appear 
at the leisurely pac^ of biology, i,e. the malformed limbs of 
thalidomide babies. The thiro level contains the social effects, the 
social response to the biologic effects. In the case of our example, 
public outcry and the creation, of a stronger FDA -- which in turn has ^ 
impact on the very technologic system 'hich spawned it. From this 
point the chain of effects continues: Irug development is impeded 
or the cost of drugs g^es up reducing their accessab i 1 i ty to perhaps 
'"he opposite: more useful drugs uncovered by careful attention 
0 animal experiments. 

Thus, we find ourselves less and less able to predict the ultimate 
consequences of an innovation the further we get from its inception. 
One could not even guess the ultimate consequence of a longevity 
pill: a society of the very old who eventaul 1 y die out because 
they slip beyond their reproductive years or perhaps the opposite: 
the ultimate population crush. 
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Let us look at the effects of technology on medical manpower 
New technology may increase manpower needs in two ways: (1) by,' 
generating new job slots for those who are to operate and maintain 
the machinery of tl, ; new technolgy, i.e. external respirators spawned 
the resni ratorycare technician and (2) by increasing consumption 
of products (or services) as a result of increased quality, better 
availability or decreased pricesmade possible by the introduction 
of new technology.' Today whole batteries of chemistry tests are ordered 
as routine admission procedures because of their low cost, and 
blood counts are ordered much more frequently because the'new count- 
ing machines provide the results in a matter of seconds. 

Forces also work- in the opposite direction to reduce manpower 
needs. First, new technology often allows fewer people to produce 
more. A. single technician with an automatic cell counter can do. the 
work of ten using microscopes and pipettes. Second, positions are 
eliminated. Convenience food distributors have eliminated the dietary 
kitchen in some hospitals. Pre-cooked frozen meals are delivered 
to the hospital daily at a cost which the hospital often can't match. 

A Look at the Technology of Medicine 

Medical technology can be divided into two broad categories. 

The first we will call diagnostic and the second therapeutic technology. 

Computer technology, which we discuss separately, applies to both 
We look at them in the order stated. 

Diagnostic technology can be further divided into that which 
involves the creation of images -- diagnostic radiology, radioiso- 
tope scanning, ultra sound scanning -- and into that which involves 
the identification or quantification of a molecular, serologic, 
microbial 'or tissue species -- including the traditional departments 
of clinical chemistry, serology, hematology, and microbiology. 

The major advances in radiology have been in the technology of 
contrast studies. Such strdies provide x-ray visualization of 
bodily structures by filling them with contrast media, i.e. iodinated 
dye or air. Examples abound: Cerebral sulci and ventricles all 
clearly outlined by insufflated air, the chambers of the heart se- 
quentially lighting up as radio- opaque dye makes its passage from 
toe venous to the arterial side, the digestive system solidly 
opacified by ingested barium. T'le advances have been made possible 
by the development of image i ntens i f i ers , improved photographic 
emulsions and x-ray sensitive phosphors without which the dose of 
radiation and dye for most contrast studies would be prohibitive. 

Radioisotope scanning provides still another method of imaging 
body parts. The great potential of such scanning is based on two 
simple facts, I) for every organ there is a biologically active 
material which seeks out that organ excl us i vel y ; ?) almost any com- 
pound can be tagged with a radio-active emitter. When the appro- 
priate tagged compound is injected, the target organ is visualized 
by means of a scanning scintillater counter. However, despite the 
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theoretic simplicity of such a scheme its application has been limited 
to the thyroid gland until very recently. The thyroid was an easy 
mark because of its ability to highly concentrate a safe and avail- 
able isotope (M3l) and because if is a readily accessible surface 
organ. The development of much more sensitive scintillation tubes 
and special isotopes were required to bring t;he field to its present 
day flowering. At present very useful but unstable isotopes can be 
generated on site from their more stable but less useful forebearers. 
Brain, lung, liver and heart scans have becone routine hospital ' 
studies they provide a non- invasive means of detecting tumors 
of the brain, embolic blood clots in the lung and fluid accumulations 
around the heart, respectively. On the horizon is an every broad- 
ening field of target organs and isotopes. The speed of scanning 
is now such that dynamic studies are practical In particul<>r, one 
can study the flow of cerebral spinal f 1 uidnii rough the cerebral 
ventricles and of air through the bronchial trees. 

Ultra sound (sonar) imaging techniques have not made the impact 
predicted five years ago. Such techniques are based on reflective 
nature of organ interfaces to sound waves and possess three wonderous 
assets: 1) The ability to provide images of soft tissue organs; 2) 
The potential for three dimensional visualization; 3) No tissue 
damaging effects in contrast to radiation. Sadly, Nirvana has not 
arrived nor has ultra sound fulfilled its promise. There have been 
two main technical problems: The echo from the skin surface dominates 
and obscures the internal echoes being sought. There are intrinsic 
resolution problems with the relatively long wave lengths of the 
present sound generators. However, there is hope, particularly from 
developments in the study of surface waves and optical holography. 
The meager successes include the visualization of the fetal head 
position but a very rough image indeed, determination of the posi- 
tion of the brain^s midline and characterization of mitral valve 
movement. The latter two applications, however, yield a graphical 
pattern rather than a true image. One additional appi i cat i on • of 
ultra sound has great promise because of its simplicity and the 
common plague to which it has been applied, that of deep vein throm- 
bosis of the leg. A sonar wave is bounced off the deep vein of the 
calf while a tournequette squeezes the leg to produce blood flow. 
The amount of flow in the vein is measured by the doppler effect 
on the sonar echo. Decreased flow implies an occluded vein. In at 
least one study the accuracy of this simple bed-side method was quite 
good . 

For the non pictorial diajnostic services automation of existing 
measurements has been much more important than the development of 
new measurements. The clinical qhemistry and hematology departments 
have carried automation the farthest. It all began with th<j develop- 
ment of continuous flow analytic devices about twenty years ago. Such 
devices operate like an assembly line. The consist of an inter- 
connected network of glass and plastic tubing along the lenjth of 
which travel samples of serum separated by segments of diluent. At 
each of a series of stations the sample is mixed with reagent. The 
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final station is a reader - colorimeter, which quantita- 

tes a serum constituent accc . " a color ijeni rated by the 
previously added reagents. scent development has been that 

of the mul tichannel analyi. ic consists o'' interconnected groups 

of analytic machines. Drasn^ cost reduction'> have resulted since 
twelve channel machines require nc more manpower than the old single 
channel device. Sixteen dollar? ! an average price for a battery 
of twelve tests, though some ma, Jabs charge as little as 

six dollars. Such prices compar jixty to eighty dollars for 

the same tests done singly. A Swe«. . ompany builds a twenty- four 
channel instrument which will process 120 samples per hour -- a 
total of 2880 test results in sn hour. An Oregon based laboratory 
sells this battery for around eight dollars. A British firm is 
marketing a similar high capacity machine for only half the price. 
Obviously the trend will continue toward higher volume and lower 
priced tests. 

Entirely new technologies are also being applied to automatic 
chemical analysis. The most promi si ng has evolved from the AEC's 
interest in centrifuges. Centrifugal force, rather than pumps or 
pipettes moves and mixes specimen and reagent. Clever desi'gn of 
centrifuge heads has also allowed for filtering, dialyzing, and 
sedimenting the specimen. • Tr;,nsparent chambers line the periphery 
of the centrifuge head where a fixed colorimeter or spectrophotometer 

akes its measurements as these chambers spin by. Commertaal models 
ore available but require more development to reach their full 
potential. Such devices have great promise however, because of their 
very high speed and their potential for mul ti channel development. 

In hematology, a 35,CDO dollar device drinks an unpr ^.gred 
specimen of whole blood. Twenty seconds later it print; tfie white 
count, the red count, hemoglobin, hematocrit and red eel ndicps. 
Each of the measurements is done in triplicate with a voting circuit 
v/hich discards a value if it does not agree with the other two. The 
economics of such a machine are obvious. If kept busy around the 
clock such a machine could do blood counts ^or nickels. In practice 
comfnerical labs charge a few dollars, but this compares with fifteen 
to twenty dollar charges when manual methods were used. There are 
machines for automatically differentiating between and counting the 
common species of white cells and for automatically determining the 
prothomhin and partial thromboplastin times. The most clever of 
these latter machines makes use of a powdered magnetically active iron 
compound to achieve extraordinarily precise endpoints. The pow- 
dered material is dispersed in a drop of plasma situatcH cr, a strip 
of clear plastic. A magnet spins beneath where a photosensor awaits 
the passage of a light beam, blocked by the translucent slurry. 
Clotting is initiated by a drop of cal cium solution and the timer 
is started. Fibrinogen is a long molecule along which the magnetic 
particles align themselves. The fibrinogen molecules are thu^ acted 
upon by the spinning magiiet -- and they too spin in harmony. These 
diverishes polymerize very rapidly as a result of th.ir mad waltzing 
through the serum. Their movement traps all of the remaining magnetic 
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particles, forming a tight knot of fibrin and iron compound. The 
light beam passes through the now clear serum, registers on the photo 
cell helow, and thereby marks the endpoint of the clotting process. 

As is obvious these machines have reduced the manpower needs of 
the clinical laboratories. However, they have not dramatically 
influenced total laboratory staffing nor have they yet exerted 
their full jnfluence on manpowei needs and costs. The 
reasons for their minimal effect on laboratory staffing are many 
fold. The labor force freed by the new technology has been used to 
provide addi t ional services or to undertake developmental work. 
But most important is the fact that in most hospital labs a dis- 
parity- i^xi sts between the capacity of these machines and the available 
work Toad. Jhey are largely under-ut i I i zed. " The greatest impact 
of these machines will show vyhen hospital labs are forced to merge 
or share facilities in order to maximize the economic advantages of 
such machines and to meet the competition from commerical labs some 
of which already enjoy economically large work loads. 

Of different consequence from the above developments are the 
emerging techniques for measurements of microgran quantities. Their 
first application has been to hormone analysis. A known amount of 
tagged hdrmone is added to a binding substance with hi gh . speci f i ci ty . 
A specimen with unknown hormone content is added. The amount of 
radioactivity displaced from the binder is proportional by the law 
of mass action to the quantity of hormone in the unknown. Even more 
elaborate versions involve the use of specific antibodies as binding 
agents. In clinical research laboratories such technology have been 
applied to the pituitary gland hormones and all of thei r hypothalm^ c 
releasing factors. The workings of the .pi tui tary , the master endocrine 
gland\, are shining with a new clarity. {From this work alone, new 
disease entities and standard clinical lises of the assays are sure 
to be^def i.ped. A whole host of biologic compounds clothed in ob- 
scurity have suddenly become susceptible to precise analysis. The 
potential of these techniques has only begun to be tapped. As was 
the case for radiologic contrast studies, these assays will generate 
new work and increase manpower requirements. 
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Therapeut i cs 

Therapeutic innovations can have either positive or negative 
effects on the medical work load and secondari I y on manpower needs. 
Certainly, the development of vaccines and antibiotics has reduced 
that work load -- at least in the short run. The polio vaccine in 
a si ng^te_swi pe eliminated the years of nursing care and rehabilita- 
tion required by victims of paralytic polio. In the long run, how- 
ever, net utilization of medical resources may not have been re- 
duced bacause illness has not been conquered by the development of 
vaccin,es; it has merely been transformed. Whereas acute infectious 
diseases were the killers, now chronic diseases such as kidney failure, 
cancer and vascular disease tiave taken their place. 

There is no need to recount all of the^pharmacologi c advances in 
the past two decades. The development of antibiotics, blood component 
Q therapy,, hormone replacement and new immunizations have been the 

most important. However, we have reached a point of diminishing 
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returns. There are few known infectious d.iseases for which a vaccine 
will have significant impact on the utilization of medical care in 
the USA. Hepatitis is the one exception since it has relatively 
high incidence, forty to sixty thousand per year, with a significant 
morbidity and mortality. We can expect a hepatitis vaccine in the 
next few years. Development of bacterial antibiotics has only kept 
even with the emergence of resistc : strains for the past ten years 
That balance of power is unlikely to shift. 

However, we can imaqi ne Pharmacol ogi c developments which would 
have dramatic impact. One such would be the development of a safe 
broadly effective ant i^ rival compound. The seeds for such a develop- 
ment exists. lUD is effective against Herpes virus infections of the 
cornea and Amantidine is effective against influenza virus if given 
before .the symptoms develop. Drugs have been reported to ameliorate 
generalized vaccinie and small pox. For appropriate therapy virus 
isolation and identification would be necessary. An explosive growth 
in v:ral culture labs with their requisite staffing would be a certain 
consequence of such a development. A dramatic reduction in acute 
hospital care could be expected. 

Though the veritable cream of the vaccine crop has already been 
skimmed there are remarkable possibi I i ties'yet available for vaccine 
Our definition of infectious disease may be all too narrav. There 
are bacterial organisms which can't be cultured by rout i ne methods 
Many viruses can't be cultured at all. Strange sounding animal diseases 
such as Scrapie and Jagziekte are caused by viruses and resemble 
multiple sclerosis and alveolar cell cancer, respectively Mycoplasma 
bacteria cause an arthritis in animals that is similar to rheumatoid 
arthritis. Recently it has been shown that a slowly progressive 
neurologic diease of children is actually a peculiar form of measles 
tnfection. Viruses are likely to be the cause of many forms of 
cancer. If only some of these links between infectious agents and 
chrome disease can be established then vaccines would take on renewed 
tmportance. 

fllectrical and Mechanical Devices 

Electrical and mechanical devices are for the most part important 
only in chronic disease in additon they usually are paFliative rather 
than curative and tend to extend the life interval during which a 
patient needs close medical supervision. In general they increase 
the comsumption of medical resources and increase the requisite medical 
v/ork fprce. Among such devices are: Extra corporeal renal dialysis 
respiratory assist devices, portable liquid oxygen dispensers for 
constant ambulatory oxygen therapy, cardiac pacemikers, cardiac assist 
machines to carry on a portion of the pump work of the heart The 
machine which has raised the greated ethical-social questions has 
been that used in renal dialysis. The cost and manpower requirements 
for dialyses programs are enormous. Medicine has been forced to 
choose between the candidates for dialysis; it decides those to live 
and those to die. Emotional and economic resources of the famfly are 
drained by such protracted treatments which often require constant 
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supervision by family members. Respiratory assist devices have also 
raised new questions. A brainless body with a pul:.e can be main- 
tained for weeRs by artifical respiration while the pysician and 
family wince at the folly of their efforts but hesitate to admit 
the man's death by turning off the machine. 

Under development at the present are: Permanently implantable 
hearts, lungs and kidneys. But the obstacles to their use are high 
particularly the inexorable tendency for blood to clot on any 
foreign surface. Furthermore, the tOhg and kidney have roles aside 
from he physical functions for which these implants are being de- 
signed. More useful may be the work on sonar object detection for 
the blind, the limb equivalents for the maimed. 

Surq'er/ 

Manpower consumption and news worthiness seem to be partners in 
the more remarkable surgical developments. The prince of these is 
the heart transplant. However, despite technical succes^ses, effec- 
tive heart transplants awai t the unravelling of the complex immuno- 
logic apparatus which destroys the transplanted heart. A great 
success story can be told about corneal transplants — probably as 
a result of the isolation and bloodless state of the cornea. Kidney 
transplants have been Relatively successful often providing five 
or more years of happy and productive life. The lung, liver, pan- 
crease have been transplanted, but they have been short lived. 

Plastic components have served the cardiovascular system well, 
Dacron aortas and Teflon heart v-alves quite effectively serve their 
respective roles. .^The coronary artery by- pass may become a very im- 
portant operation. Twenty-five percent- of our population dies of 
disease of the heartvessel s. By- pass surgery provides a route around 
obstructed portions of the coronary vessel. Unfortunately, 20,000 
of these procedures have been done before the evidence is in that_ 
this operation does fulf:!! its promise. The capacity for "make 
work** can be infiniie in the field of medicine. 

•» 

Computer Application 

The most important fact to know about computer applications to 
medicine is that with few exceptions, they have not been blessed with 
success, and most exist only at the mercy of government granting 
agencies. Enthusiasm and promise hover around every computer pro- 
ject. They have generally underestimated the complexity of their 
targets and of the costs of ^development. 

Most of the large computer-medicine projects now in operation 
are remarkably inflexible. This is so because a large system may 
require two to three years of programming. Most changes in the 
systems environment require re- programming or additional programs. 
Programming and de-bugging is alwa\|s'a slow process and it can be 
even slower if. a new program must rrlesh tightly and interact wijth a 
complex set of extant programs -- esF!,€cially if service arid functions 
must be maintained while the progremm^ing and de-bugging goes on. 

\ 
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The promise of reduced personnel costs is rarely kept. One of 
the intensive care monitoring systems requires additional staff 
specialists to run the monitoring terminal. What is gained in 
computational efficiency is often lost in data entry errors. Whereas 
a human clerk would not enter Smith's data into Jone's chart just 
because they were accidentally given the same number, a computer 
could do this without compunction and create man-days of work to 
uncover the foul-up. 

As implied above few medical computer systems can be economically 
justified. The standard business applications such as billing, 
payroll and inventory control are excepted. Clinical laboratory 
computers come very close to justifying themselves. Indeed the two 
largest commercial laboratories, with only economic incentives, both 
employ computer data collection and reporting. Four companies have 
developed computer systems tailored to the clinical laboratory. 
These perform such functions as direct data collections from in- 
struments, the calculation of the final results on the bases of 
standards and scale factors, the printing of the various work lists 
necessary for laboratory operation and the printing of daily reports, 
cumulative patient summaries and quality control statistics. 

The interpretation of EKGs is another application close to being 
economic. Costs are still somewhat high and there is a significant 
rate of rejection of tracings because of technical factors such as 
base line movement or line noise or because the complexity of the 
findings baffle the machine. However, at least one commercial 
enterprise has begun to market a computer EKG reading service. 

Computer diagnosis has occupied medical attention since at least 
196^. Congenital heart disease, thyroid disorders, liver disease, 
surgical pelvic disorders and epigastric pain have all been success- 
ful subjects of computer diagnosis. However, no practical fruits 
have been born of these efforts. Of special interest has been the 
direct computer interpretation of x-ray images. Computer methods 
are now able to recognize the cardiac silhouette and from its sil- 
houette alone, classify heart disease more accurately than radiolo- 
gists with the same information. The technical problems of auto- 
matically recognizing x-ray shadows, are fearful. The heart which 
happens to be sharply outlined by air filled lungs is by far the 
easiest shadow to examine. 

Total hospital information systems have been another target of 
coiTiputer enthusiasts. The economic incentive to such developments 
lies with the operating costs of communications and paper work in 
the average hospital, up to 30% of the total. Numerous such systems 
have been developed. ISM, CDC and Univac have involved themselves 
in such developments, but, both the added expenses and the operating 
Xestrictions imposed by such systems limit their acceptability. 
However-; as^ computer equipment becomes cheaper and programmi njg 1 an- 
guages become more efficient the hospital information system is 
sure to become a reality. A different tack has been taken by Ampex. 
They have developed a hospital information system based on video- 
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tape. All of the paper records of the hospital are ^ored as high 
resolution TV images^on video tape, where they can be indexed, 
retrieved and duplicated electronically. Access to any hospital 
record IS immediately available by means of a TV set. 

In the intensive care unit computers are being used to monitor 
patients, the idea being that the computer would read physiologic 
signals, predict trends and respond to those that appear dar.gerous. 
The application was modeled after the success of computer process- 
control in the petro-chemi cal industry. Unfortunately the important 
physiologic variables (i.e. skin hue, behavior, blood pressure) 
are difficult to automate as compared to the control variables 
(i.e. temperature, viscosity) of the industrial applications. For 
the industrial application a deviant trend can be automatically 
corrected by automatic value or temperature adjustments. In the 
medical environment no comparable solutions exist. Thecomputer _ 
can onlysuggest to the nurse orphysician that an action should be 
taken. As a result the effectiveness of such systems is minimal." 

Despite much promise significant computer usefulness in medical 
practice is some years off and the effect on manpower needs will be 
nil until then. 
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HEALTH PROFESSIONS EDUCATION 



Mark Berger, M.D. 
Student American Medical Association ^ ■ 



In his discourse, Kirkland described the medical student as a 
loner. (1) He believed that the doctor to be, can no longer be 
educated in a vacuum isolated from the other professionals with whom 

5 must eventually practice. Interestingly enough, the medical 
student is by no means a loner in this aspect of his training The 
pharp^acist, the nurse, the dentist, the social worker and most of 
the other so called allied health personnel are also educated in a 
similar vacuum isolated from their peers without' the benefit of the 
team approach to the delivery of health care services. Competition 
is learned rather than the badly need cooperation. 

The coining and use of the phrase ".The American Health Care 
Crisis" and the devel opment of new health manpower catagories - The 
Physician-Assistant, the Pediatric Nurse Practitioner, Nurse Mid- 
wives, etc., helped to change the focus of many funding sources from 
biomedical research to research in health care vielivery, health pro- 
fessional education, and the utilization of health manpower. Studies 
are- beginning to show the gross inefficiency of medical practice as 
well as the reluctance of many practitioners to delegate responsi- 
bilities to "lesser trained individuals." (2) Although some studies 
inaicate the willingness of physicians to employ assistants, their 
lack of knowledge on how to do so efficiently and effectively is 
well based in their training as a loner. (3) 

/ her interesting spot light is being cast on' health profession 
3l educ^ n. At almost every commencement exercise, the key note 
speaker ei.., asizes that even thouci graduation is about to take place, 
the educational experience is not ending, but just beginning Fed- 
eral legislators reinforced this attitude by passage of 1 aws estab- 
lishmg the Regional Medical Programs designed to increase the phy- 
sician's awareness of advances in the field of the four most major 
ailments of our populace. Onl y- recentl y have these programs en- 
couraged participation by non-physician health professionals. Why is 
this the case? Don't nurses need to be kept aware of the advances in 
the treatrYient of stroke? Don't pharmacists need to be kept aware of 
the advance in the chemotherapy of cancer? 

MeHical societies quickly moved to the establishment of self- 
achievement awards a:.d now to membership requirements of 150 hours 
of approved continuing .education participation during each three 
year period of membership, no nursing associations have the same 
requirements? Do the dentists; the pharmacists, etc.? And what 
would be the value if they did? George Miller, M.D. at The Center 
For Educational Development at The University of Illinois, Clemet 
Brown, M.D. at Chestnut Hill Hospital In Pennsylvania, The Postgrad- 
uate Medical Institute of the Massachusetts Medical Society and many 
others have questioned the value of routine continufCig education 
programs. What are the goals of these programs? The commonly accept- 
ed godl is to improve patient care, the quality of which has, in fact, 
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never been determined or universally accepted. Currently many pro^. 
grams are being linked to patient care evaluations and attempt to 
improve patient care on a pre-and post program evaluation basis. 

Education programs themselves are coming under fire. Students 
of all ages in all health professions will no longer tolerate pas- 
sively sitting in lecture rooms for hours on end listening to out- 
dated trivial material that is •'important**. Few health educators 
are trained in educational methods. The effect of poorly trained 
teachers on a student's ability to learn is well described in Post- 
man and Wei ngartner' s book, ''Teaching As A Subversive Activity*'. (4) 

Teaching and learning can not be equated. Learning is an active 
process in which the learner must actively be involved in the plan- 
ning; implementation, and evaluation of the educational experience. 
This statement although widely accepted by modern trained educators, 
is one of the most ego threatening changes faced by the modern health 
educator. Learning has been defined as a change in behavior, yet 
nc one is sure exactly how the human mind learns. Experimenters 
'aVe now pursuing a better understanding of learning and conferences 
are being devoted to the methods of education and the ability to 
change participant attitudes rather than simply facts. Studies of 
terminal behavior as determined by observation of patient received — - 
services are being carried out and may help to determine the methods 
and content, of future training programs. (6) Health professionals 
education is beginning- to lean away from the aloofness of the ivory 
towered institution toward a more community oriented "on the job 
training" type of education. 

The concept of a horizontal and vertical ladder of success is 
beginning to demonstrate t^ie'need for equivalency testing and 
general switch from a time oriented education to a competence oriented 
education. This is complicated, on the one hand, by the shortening 
of the physician's formal training and, on the other hand, by the 
lengthening of the formal training of other ajlied health personnel. 
Degree granting nursing programs increase a nurses training from 3 to 
k years i Masters programs may prolong this by 2 more years. Pharm- 
acy^ students now must take 2 years of liberal arts training before 
they start their actual pharmacy training. What effects will these 
various time factors have on our current manpower problems? 

As physicians are being urged to enter general or family prac- 
tice, specialty nursing programs have been designed to train nurses 
for intensive and coronary care units', dialysis units, etc. Pharm- 
acy students are no longer content to work in corner drug stores with 
soda fountains. Proqrams to train clinical pharmacists are beginning 
to prepare the pharmacist to deal with the complexi ties of drug use 
and cfrug interactions. Residencies are offered to the graduate in 
the use and interactions of steroids, of antibiotics and of anticoa- 
gulants. Increasing generalization on one hand and i ncreasjng.speci al- 
ization on the other what effect will this have on the health man- 
power problem? 
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Although tnese inr ations seem Interesting, enough time to 
determine their true vaiue has not elapsed. Yet, present day students 
have taken another approach to the problems of health professional 
education. The Jessee Report documents at length the deficiencies 
of medical educat ion , from the students * vi ewpoi nt . (7) The report 
expresses that medical studencs feel they are learning medicine 
in spite of and not because of their medical schools and their medi- 
cal faculties. If this devastating statement is accepted, then how 
and what are students learning? For the past five years due to a lack 
of community orientation and a lack of tru4-y satisfactory interdiscip- 
linary educational programs, students of all health professions have 
joined together in interdisciplinary community health projects. With 
adequate supervision, students ar^ actively involved in planning the 
delivery of health care, in the problems of economics, of accessabilit 
of availability, and of the accountability of health care. More im- 
portant then these is the experience of working with their peers as a 
health care team where the doctor no longer perceives himsellF as the 
almigh'ty captain of the team. The interactions of the team members 
coupled with their relationship with family units as influenced by 
various socio-economic and environmental factors is beginning to 
influence the attitudes of these self-educating health professionals. 

The light of hope burns brighter but not bright^enough for the 
health educators and the legislators to see. The messages of the 
need for the team approach to the delivery of health care, the need 
for learner appreciated relevance in training programs, the need for 
faculty who are better trained in the methods of education, has been 
answered by Federal incentives to increase the enrollment of health 
professional students. As tuitions co tinue to rise, capitation 
funding will not alter the method of education nor will it alter the 
product of the education. Bjg.ger school^ with more students will 
only decrease the quality of education. Manpower will increase and 
the distribution may improve through the law of supply and demand, but 
is it appropriate and efficient to increase the number of health pro- 
fessionals without having them learn how to work together. 
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MAINTAINING QUALITY OF CARE IN THE HEALTH PROFESSIONS 



Phil ip Adler 
Ohio Col lege xxf Podiatri c Medicine 
Student American Podiatry Association 



'^The logarithmic growth of scientific knowledge makes possible 
the estimate that the half- life of modern health informaUon may be 
as little as five years. The physician or health professional who 
goes longer than that without exercising positive efforts to continue 
his education falls almost hopelessly behind his colleagues in 
pract i ce. "{ 1 ) ^^"^"^ 

Continuing education and quality of health care go hand- i n-hand. 
**The highest quality of health care depends on the integrity, ed- 
ucation, and motivation ^of the indi vidua] rendering such care. "(2) 
Anyone seeking the highest quality of. care for the patient recognizes 
this to be fact. Therefore, even though involved parties may not 
be specifically mentioned, it is to be implied throughout this paper 
that everything discussed may exist in or be applicable to any health 
prof ess ions. 

It is recognized that the present system for cont i nui ng .educat i on 
is not flexible enough for tomorrow's professional. Today the health 
professional cannot protect himseT y claiming " 1 ocaT* i gnorance 
as an excuse for negligence. The l rts have ruled against geo- 
graphic standards in malpractice cases. Government, recipients of 
health care, and third party payers financing heal th care may demand 
changes in attitude toward continuing medical education, but the. 
1 aw necess i taites these changes. 

Until recent 1 y groups such as professional societies and industrial 
concerns attempted to fill an educational void with rare success. 
They were handicapped by the lack of environment or atmosphere. Rather 
than having the best teaching techniques and facilities, they ^ 
relied upon illustrated lecture techniques without the personal con- 
tact so imporLdnt to education. The health professional who attended 

informal gatherings was intellectually stimulated, but after 
returning from the meetin^^ lost much of the impetus for continuing 
theM earn i'ng process . 

Continuing medical education (CME) can be Refined as anything- 
from exposure to periodicals, news media, professional interaction 
groups, etc., to the definition used in a report of the Interprofessional 
Task Force which was **.,.an educational process by which the prac- . 
titioner — learner is provided With knowledge, skills, attitudes 
and insights that will continue to increase his capabilities ^nd 
improve his professional competence. "( 3) There are many approaches 
to fuTftlling this latter definition: utilizing patient care as a 
courde of CME; formal CME courses; and Regional Medical Programs (RMP). 
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Regardless of the definition applied, continuing education should be 
a continuous, uni nterrupted process. Weed suggests a systematic 
medical record system be used to f aci 1 i tate medi cal audit, thereby 
motivating the practitioner to update knowledge and Improve skills 
so that better care is rendered to patients. The physician can then 
utilize his work time dealing with patient problems as the primary 
source of his education. Thus a physician recognizing what his 
patient^s problem is can utilize all available sources to solve the 
problem. This type of system requires that the physician record in 
an orderly fashion the four phases (data base i.e. history, physical, 
laboratory data, a complete Ust of— problems, plans developed for 
each problem, and the follow-up) of medical action as they relate 
to his patient. Not only is the evaluation of quality of care possible 
through this system of medical ajdit, but the practitioner is en- 
couraged to setek out answers to questions which may have been overlooked 
or forgotten. 

The medical audit system discourages the practitioner from using 
his memory in fulfilling the four phases of medical action. Just 
as the practitioner cannot be expected to remember all pertinent 
data, it is also logical that he may not know all the answers to 
questions: raised in the^^case of one patient. Taking this point of 
view it can be stated that . .provi sion for proper care to all the 
pe^le in the country will require much more intelligent use of para- 
medical personnel and modern data acquisition and retrieval systems, 
and recognition of the fundamental fact that 'proper care' and a 
meaningful and just audit will require a definite minimum of struc- 
tured input of data at the historical physical, and laboratory levels. ''(4) 

Another system relating continuing education directly to patient 
Ccire is suggested by Brown et al . The Bl-Cycle Concept can be 
N/isuaUized as two circles: an outer circle representing patient care 
and an inner circle representing education. Both cycles start with 
the patient and his interaction witf the plciys i ci an- 1 earner . On the 
basis of data collected, rational decisions can be made effecting 
changes in patient care whi ch are then measured to determine if 
improvements have occurred. Feedback necessary«-f or constant change 
Is provided as patients' needs are met, new needs arise, or new 
educational approaches become necessary. Success of the program can 
be determi ned by focusing on the patient and learner and ,observi ng 
whether the patient's needs are met. 

On a more formal level continuing education requires controls 
governing the type, distribution, and the quality ot programs offered. 
The Millis Commission recommended that "...a newly created 7 
Commission on Graduate Medical Education he established specifically 
for the purpose of planning, coordinating, and periodically review- 
ing standards for graduate medical educat i on . . . (5 ) In this more 
formal program the university or medical complex becomes the instru- 
ment through which the practitioner reaches his goal of patient's 
health care^needs. 
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Today there are thousands of courses offered by hundreds of 
institutions ranging in topics from A to Z. Many of the courses 
offered meet the requirements for accreditation specified by various 
accrediting agencies. Needed now is the motivation on a self-imposed, 
voluntary basis, encouraging the professional to take advantage of 
these courses. Proposals have ranged from periodic relicensing of 
professionals over a period of years with requirements for relicens- 
ing being completion of a specific number of credit hours in con- 
tinuing education courses, to governmental laws requiring participa- 



political influence i nto the rel i cens i ng process. 

An approach instituted by the American Medical Association is the 
Physician Recognition Award which given to a physician who has 
acquired a total of one hundred anu fifty credit hours of continuing 
eudcation over a continuous three year pericd. On the state level 
the Physician of the Year Award has been established. 

Many state professional societies have established programs re- 
quiring' renewal of licenses. As previous?? mentioned, over a 
specified period of time a health prof ess i^'j*-:! must have acquired a 
certain number of credit hours in formal, < credited, postgraduate 
programs to '.je eiigible for relicensing. Pc*rt of this postgraduate 
requirement .nay be filled by seminars provided by teams of teachers 
; rom the state uni vers i ty who go to the rural areas to put on pro- 
grams.' It has been suggested that interns, residents, preceptors, 
etc. be allowed to trade places with the health professional for the 
period of the course enabling the latter to take time off and giving 
the former practical experience. 

The RMP is another system being employed . today to fulfill the 
needs of continuing education. The RMP i ndi^yXduaJ i zes the process 
of education, disseminating information from the medical complex 
to the clinician in the field. 

The Network for Continuing Medical uducation (NCME) is a service 
to medical schools and hospitals in the United States and Canada. 
It is a television journal of videotapes sent to various institutions 
every two weeks. The tapes are played many times during this period 
just as a television broadcast. The health professional is able to 
view a program of interest to him in a time slot that fits his 
schedule. A T.V. guide is seift to the institutions in advance ti be 
distributed to the physicians associated with the institution. fhe 
NCME serves as a professional journal keeping the physician abreast 
of new as well as standard practice. 

Another experimental project is being tried making current, 
pertinent, and authoritative information available to the health 
professional. The Dial Access Library is now in the experimental 
phase. Toll-free phone calls are made and tapes on various topics 
are played at the request of the caller. The service, however, is 
very expensive. 



tion in programs. 




however, might interject 
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The single concept film Is now in the experimental stages It 
IS a cassette type film which fits a projector with a built-in view- 
ing screen. The films are six to twenty minutes long with sound 
They self- rewind after playing to enable them to be reused. 

Also being tried are lectures and discussions with university 
faculty on a regular basis. The lecture from the universit-y is 
transmitted to the nospital and listened to over a loudspeaker 
A telephone hea'dset is used to communicate with the 'other end ' There 
are thirty minute lectures with quest ion-- answer per iods at the 
conclusion. 

Plans for the future include slow-scan television with lectures 
in the classroom being viewed by health professionals in the hospital 
or at home One adyantage is that the cost of audio- tape per hour 
IS five doll- s as opposed to video-tape which costs sixty dollars 
per hour. ' 

One of the latest innovations being used by the pharmacist is 
the computer programmed course. The pharmacist goes to a computer 
terminal located in a medical complex and identifies the name of the 
program he wishes to study. The computer presents blocks of informa- 
tion and asks questions pertaining to the subject. If the answer is 
correct, the computer goes on .to another subject. If the answer is 
incorrect, the proper answer is supplied. 

The new systems being developed and tested are indeed the back- 
bone of the continuing education process. It must be recognized, 
however, that education is a very personal process, dependent upon 
motivation, habits of self-discipline, time aval 1 able, etc What 
are the needs of a full-time professional that have impact 'on ed- 
"u- il.°u '^t'®" ^ health 'Pfdf^ssibhal 'is confronted with a situation 
Which he desires to learn more about, he is strongly motivated by 
the -current interest. As time lapses between the motivation and 
access to the material which he can utilize to teach himself, his 
motivation has dissipated and the benefits have lessened. Secondly, 
tne professional would like to learn in most Instances vhile at" 
home He cannot always take time off from a busy schedule to travel 
Third, the professional needs some free time to relax in a quiet at- ' 
mosphere. "Continuing education should not be classified as an in- 
convenient, non-controllable nuisance." (6) 

The facts indicate that a need exists for all types of continuinq 
education in order to maintain a high quality of care. Questions 
such as which type is utilized and when, how the programs are 
rinanced, and what agency sets standards, and regulations nave vet to be 
anc.,.ered. With reference to the setting of standards and regulations? 
the Bennett Amendment to the 196? Medicare Act is present I y -before 
congress. This legislation as presented would establish at the .'o.-al 
level Professional Standard Review Organization (PSRO) to improve and 
d?d!^ -"^J® ,P''o<^essionally recognized standards of health care." The 
PSRO. IS highlyjendvrsed by all professions, but not in its presently 
proposed form. f. must be the duty and obligation of each profession 
to set standards within tnat particular profession 
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CONFERENCE RECOMMENDAT I ONS 



WOlKSHOP #1 GROUP A HEALTH PRORESSION REGRU I TMENf AND -REf ENT I ON 



, . it Is the Gohsensus of this group that the main objective of ^ 
fh'ls c6n fere n of fostering an Iriterprbfessibhal AWARENESS among 
heaHth scierr6e students using the te^m approach fo? minori ty 
r^lruitment § has been reached, as ' ave the fol lowing 

mand'a^^s and resol ufeibns: . ' 

: T) Hjnqfhty as. wel j as hbn-m|hbrit;Y groups have developed a 

mbre tbtal awaJieness bf ihe tpta^^^ ^uTturc^l and educatibhal- 
: . probleriis th^ groups in pre^ 

: r prof es%i:ona;V 

^ 2) the pr.ob^eml 6f -(nfii^na^^^ ^nd retent I oh Aanpot 

be s6:l#edj;b.y^:l^^^^^ of a ' ' M A"j OB I^T X) F 

i^lffiRjlifcsn;^ .§ailPml;ndrHlB:#^r6^ represented 1? 

" 3i V^pro^e]^'!^ th Us Golnp^ exlr^^^ canniSt: b4 sblvetf i n a per r od ^ 
of ^o da/S/; 3 . : ' _ 1 . ' 

4 ) The reT^s a a; ' 's^e^i al cbn£e_^eACi^^ 

&i\ n6tjiy ^ group rj4du i itffi^^ and xeten t!i: CLn'' i he Vud i hq; 

X, BrsGussibh of problem CQhcefWi n^j minbri fey grbup necfui.t 
meht and retent ion; mi nb r i t y groups mus t be represehtid 
more fully 

:B. S^ecl f.i G rriihohl ty caucuses must be prbvided for at thi s 
cbhvehtibn . . 

t. General sessibris cbmbihihg all results from, mimbrity 
caucuses; 

D. ihGlusibn of all heal th . related sciehfeific fields 

E. "Increased durat ion ; a mi n imum. of brie week 

F. Better timirig^bf said Gbnfererice when educational corn- 
mi ttmerits will riot interfere - i.e. Christmas, Easter or 
Summer _ ^ 

G. More adyariced not if i cat i on and dissemiriatiori bf pertirierit 
material to conference participants 

H. Usage of resburce people at incept ?bn of confererice (thus 
avoid i ng duplica ti bri bf wbrk already completed 

I. Fbllbwrup to i ricl ude d i ssemi nat i ori bf iriformatibn to 

(1) present cbriference participants; (2) future part i ci- 
parits; and (3) tb appropr i^ate jourri^l s , publicatioris 
and agencies 

J. Usage of same participants at follow-up conferences, 
especially of minority group people 



STUPE-Nf HEALTH MANPOWER C0NFEREN6E 

WORKSHOP #1 GROUP B .HEALTH-PROFESS I ON REeRUl fMENT AND RETENTI ON: 



the resouree frbhn^whiGh the health profess ionaL pool will be 
d rllWn i s the general population. A 1 arge segment of the pool wi l l ' 
be se^lf-^ selected. This self- select ion wi 11 Xeave under represented 
cental h segments of American Society v^hich can be rectified by 
specific recrultmeht measuress 

This recfuitment effort should be a joint effort of the entire 
hea-l|th prof essj ona 1 commun i ty . . 

the war k^^ recommcrids the foil owing mechan i.sms for the aecbmr 
piMlsfimen tib^ this task of reGrui^n^^^ 

1 i.. the goal of thj s. wof Is to -Increase t^^^^ reGfui tmeht 

- and retehtjbn of minor i ty gfolip students i n al l heal th prof essi pns . 

Thi s, wbrkshop fee'^^^ goal may be best achjeved by an 
expansion and mbdlflcafibh of the ex j sting Project 75" program 
or the Gre.atibh of a project, of slhiirlar intent and action to 
include all health professions. We feel that the specific merits 
of this type of project are: 

^ 7 9) -Qol -lection^ of i hfbrmat;i oh about and analys i s or the 
needs of the i^ndividuaj. * . 

b) An i nfbrmat i bn^ service made avai Tab 1 e tb the student in 
areas such as Gburse selectibn, adfni'ssibh procedure^, 
costs, and sources bf financial aid. 

c) Educational, VocatTbhal and persbnal counsel i ng services'' ^ 

; to help the student adjust tb college at his optimum leVei. 

d) Programs of tutoring and hel p i h devel b^i hg s tudy skills, 
for academic re i hf brcement . 

e) Placement and referral to applicable graduate programs 
and/or referral to employing health agencies. 

f" ) Semi yearly or yearly fol j^bw-up sessibhs tb monitbr 

students progress on the undergraduate and/or graduate 
I evel . 

This prbject should be expanded to include the recruitment 
,of all ethnic minority groups into all health professions. Funds 
for such programs should be made available through Bureau of Health 
Manpower and admi ni stered through a *'Nat i onal 1 nterdi s.ci pi i nary 
Health Counci T' composed of representatives of both student and 
parent professional health organizations. 
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2. It is the strong reG6mmeadat;|b^^^^^ this workshop: that , whenf 
r^j'atecl e>ccl us i ve l y to ethni g .fftifObrM^M the dorit rol' and 
gU I dance of the reeru i tmerit '^fF^ the hahds^ 



mipb r I t I es . 



of those 



3. This workshop stresses ^he heed; for the Great ion or 

expansiion of' Gdmm^ on minority .group recr^^^^^ and retehtiph 

at each of th^ heal tH sGience school s^ 

These comhfii ttees; must include, repfesentati of the mi.nof hfy 



group 

whef e'pb 



cprisUmers and mi nor i t^^ group Heal th, prtof esir and, 
bssible^ should inttrdisMplJi^na ; 



These committfes shpu^^^ Gpbfd ina aetKyltl es wi^ and 

draw ii^bh the resoUfGes ^ d^^^ ek^and^^ ^:r6XeGt f^fe^^ 

id abpVe afid .an^^ ap^dU^clBr^ >prc^ ^ "~ _ _ 
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De^A^n^^on of Cbhsumer Sel f Heal tfr^ Respons^b^ H ty^ of cbhs^ 
^f^rstan&i seek^ ahd maintai ri and f ami 1 y heij th 

:aji iemp^^ 

I . Cbhsumer ^^H^^ *f 

V|r THe med I a shpul:^^^ ^^e used to cbnyey general (heal th pr I riciip) es 
V > an^^ Xh§ a^ sf fv^i ces w iith the jreflij za^i ^hat 

dont 1 huoU^^^^ reimf pr^^^ I n 

bf"d%n to Grea te ,ne\y 4n thUs i as^^" heljith ^^nogHams shb 
g i^Vi a ntW^ n^sffi^|hv/ 
. ^ ^sfei^ell?* typev^^ : \ ^ r 

^rif^deimipf^^ 

-•Kgallth l^rtofiessi ^n^^^ - Pub l i e reta 

^ and/or IdVeHrlt^^ ^ \ I 

Schopl Sp terns s^ ^ 

J V t. yi^iii;i^at^i oh? o^ 

j rj^rrffp&eeme 

?• Re|nfpr6em^^^ teachers • 

3 i y tiJl^tpMfei ohi^^b^ ^h& :|re|dn t^j0^ e- 
|yaj:u^ti p^^^^ of heal th ie;^ schbbJ , 

\ gUbj iGi ahd;%p^ . 

4. Utj^j r^atli pn^^^a^^ trah^^^^ who- are present 1 

: . hot In praGt;io§-^ 

Fol 1 6w up and rmpl eme^ ; 

--Stimui tahebus apprba^^^ tp fherState educatibh a^ 
h^ahth defiar^tmehts, Ibeal sehopr =6bards ^ and P^^^ 
— Local and eommuhPty actibh grbu (iei Head Stirt, 

jSel f Hil p) ^ 
--Cbuhty extehs ion offices 

G., Emphasis should be placed on educating the consumer con- 
ce r h i ft g h i s h ea 1' t h rights. ' 

the cbnsumer should be informed about h i s heal th^ ri ghts 
including the fpirpwihg: false advert i si hg in "Over the 
Cbunter" drugs, lack bf uhifprmity ih labeling laws, price 
of treatment inci udi ng fee schedules, the right to question 
the health professional . 

C^o 1 1 ow^u p ah d I rrip 1 emeh t a t i on : ^ 
_ * -^Federal Trade Cbmmission 

--Federai Gbmmunicatibhs Cbmmission 
--Ralph Nader 

Feedback from consumer 



, E^aUcatlpn of ^ 
Ai . Jnterdi'sCLp^^ Approach 

1 i Health profess rphals.^s^^ aware of each others' 

^ fIbVei through ihe f6l I6^in|i changes in the educational; 

system:. i , . V ^ 

a/ * Common courses for heal th professibiiaj s emphasizing 
i ntjgrdi s6i;p^^ — 

b. Courses :d|^ i rt6r^ase. s knowl edge of . 
th# ^fpfessipns fbr &ettep ut^^^^U^^^^^ of ski 1 Is 
eg, /utH ration of p^ for loWer extremi ties^ 
ut i IM zati^p^^^ pHarmaci sf fof -drUg^react ^ 6h 

uti 1 iiat;!^^^ diseasev 
L-e.^tiliiGjj^^^^ 
' c. Sharing^ pf (c!^ 

0^ phys^ldij^^ (main- 

^t^ancerjpf / 
^^2i)^ mmse^^dietaK^^ socil^li^orker (maternal ahd^ 
■1 ^cfii|l!df;fSr^^^ u 
(3?) ^pMCidjJatpi^ and' physi cian team. 

f^|j%^f ;d:i^e|;^^ ; 
^ di Hnsf jSri dei^d^ at the state^i? 

f^efjil^na?!^^ 

_j ; Fol low up . a 

^ ^Irgg i s^l^^t i on ^ 
-^^Wuca|jj5h|l In 
, --'PlbfM|i6fia j ^s|od;i^tipns 
— ^ 4- Consume ft 

--Cdmitiyrvitfe^^^ teams 

B. - Ec|ucati6n throu I nput - 

h. HeaV^h pra^^t i^ifipner;^ best uhderstandi ng 

of the consumer pd^^^ pf vxew by seeking dohiumer i hput 
i n the f plrl pwi ng - . y 

a. Educational iin 

( i )^ curPi cuium^ det^ 

( 2 ) ,..s t udeh t act J oh p rog rams 

Urihsihg bodies (eg. state Examining boards) 

c. Leg i si at i on ( see III) 

^ ^^-^Eol-low up and Imp] ementat iph : 
Legi slat ior? 
--Educational Insti tutiohs 
-- Profess i onal » Associ at iohs . . 
--Consumer action groups 

C. Heal th science school s shoul d place greater emphasis on the* 
role of the practitioner as educator by: 

1. Emphasi zi hg thB phi lospphy of prevention 

2. Including education courses in curricula (ie. educational 
psychology, and methodology) 

3. Making cbntihuihg education mandatory 
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~ * Foi low up at\6 Irnpl emehat ion 

• - Educa t i b na I I n % t i t u t i ons. 
- r- Profess iohar/A^^^ 

• .Gbh^umer act^^^^ 
--Stati exafrtining 6^ 

' ^ - . ^ , * 

j lUl/Poli tics ofr^Cbns^^^ \, . . 

A. Heal th professionals should have an impact Upon the political 
- * process ^5 eniure thit/H^^^^ 

I . Election of^HeantH of ii c 

2! Ek^r^t i rtg 4*^iisUre^^ , 

a. Question^^^^^ 

oriented)^ J * . , . 

b. 'jhche^ie 'student; ahdi con^^ 

c. EttphasTzc <c^^^^ cai-e tel iyery . 

' , ;v/ . :3;i. ^ofil^;'-'^- ' " ^ ^ 

FoijI ow jUpr^ahdi i^^ 
1% Spec i ai Con sC^^ 

^ Helfl th iSarl^ tOr ifSQi!a|^^^ . 

' \ , Gepgraphi caVi and cro^^^^^^^ i sol ati on ^ 

CSnsUmef in§Luf cf n*^ .^en^ through the fpl I pwi hg: 

^ 3S|1teyuiste hefUtlv^ 

bv tScal ccirtim - 
c . Ekpanded dTt i'es^ a^^^ 

d. More minority professionals and para professionals 

B. OccupStjahaii Heai:|h^^;^<^^^^^ ' - . , // 

1. Hahagemeht; sHou I cJ #^ j^ufltJ^p^^^ 
heaijth thajtards^ H risu^^^ ^ 

2. Students should be involved in health education of 
if- ■ wb^kens J 

' C. Maternal and chiMd care . — ^ 

0, Consumer input J nto spfcial 

I. . Consumer.s should nave i nput on p6! icies felatlng to 
organ transplants,, dial y and other speci.aV 
treaitmcnts. 

Consumers should have input in determi ni ng heal th and 
expenditure priorities (eg. Heart transplant vs maternal 
arid chi Id care) 

Follow up and Implementation: 

-•Consumer iriput into regional pi ariningi boards 
-•Aval labSe private funding ie. found^tibns ^nd 
voluntary agencies 
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rstupent health manpower conference 

Workshop // 2 group b consumer self-health 



intrpciuction: 

The paramount issue today in health care lis that it is inade<- 
quate as a whole, and uMqual or total ly lacking am^ 
sectors of the .pppu j at i on . For ^ the^t i me j ag bi^t ween need 

ahd delivery of health care is increasing; The U, S^ infant mortahity/ 
rate ii^n 1969 was U and 34 21% iri the minori ty races. 

The ndtional debate betw^ and prof essional secu rs* 

prpteed^^^ at a snaiMs pace towahd an eventu|ll htahth ca^^^ 
system/ What^ can be^d^ In the m^ant^^ upgrade the quality and 

qu^nili ty of heal th care i n the co^^^ 

solUpons^ ^t^ the prpb l e^^ The p^^^ i;i^ to cori^ 

sidejl: the coil 

lt\§ fnost Important ^ |6 estaW c* 

beaj th care Servi ces" sho^ care 
delil^very. Nd lofii^e^ ^ the jpat lent Today's 
bealith cafe prpfessional s^^ m^^^^ A major 

baf^rifer to coh«^umcf iriteirac^^^^^ is bSs^^^^ the . 

present system^ the consumer i a neel( of hetJ^^^^ have the* 

**key^$p the city*'; That tey i^s^^ fhe^ ho*" 

ohl |Fy<Hoyr basi c hyjii erie and he^I th^ but he must know 

fioW^^ tap th^ systjefti of he 

I. -/C0N|j^^ ^ 

J^iv do\^ r nmen t a i iCon s itf e f afej p^ . / 
Problem Wl Advertising is detrimental or mislead In some cases* 

Reconimendatlon: That legi sl atipn, be enac tp .protect consumers: 
by ensuring that ads^er'^isThg for^^^^^^^^^ is not 

rrrespohsibje and nf^^^^^^ - . 

Problem ifZ Control pf label ing is done on a l imi ted basi s. 

Recommendations: Legi il at ion ^should be ena^ 

] . To ensure that heal th product^ are l a^^^ and 

in such a manner that the^ consumer can real rz^^ use 

of the pFoduct. 

32,, To ensure precdutions are included on marketed health product is 
3. To remove the '^Grandfakher clause" ^ i over the- counter drugs 
from existing laws so that health products wt 11 be labeled ^ 
as to content. - ^ 

Problem #3 Special interest lobbies inhibi t progressive gpvernmental 
action in publ ic awareness, (eg. tobacco lobby) 

Recommendation : That equalization of outlay of funds by each 
lobby be required by gpyerhment. this would require disclosure 
expenses on the part of each special interest group. 
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^Rlpblem ^ Several gbvefrimeptal agencies administer programs for 
consumer health and protection (eg. HEW, Environmehtaj 
Protect t on Agen and Pride and Pay Boa From 
the dorisumeH point 6f view tKis system is fragmented 
in i ts attempt 'to ^^^^ prptedt the consumer; ^ 

Recommendation: Greater cpprdlnat ion andjjeadership within 
existing programs would facilitate implementatipn of educ^tibrial 
objectives. A centrial coprdinatbr of public health education 
: : i^s^ needed i * ' 

>R|oblem #5 Consumer rights upon treatment or entrance to a hospital 
i aRe almpst always nev^r stated,. - - 

V Recommend A. stategjent pf pati^^ shoujd be requi red 

by law:, p^^^ ib tge^ tm^^^ t6 a hp%R! ta| ^ (eg. 

- ^ sB w Masj jMed i^aH^Q-^ : v . 

uj^oblem #1 Mass medh^ . can; be the most effective me^ns to educate 
the cM^Uifief abpQ fc h|a ftth. care . the idvef t i sing by the 
V media Is heal th pr 6^^^ shbifld 

^ : hpt/be-t6ler^^ AdVertif^^^^ harmfu^tp 

^ the. consumer -v^^^^ pf people are di s^^^ 

" ^ to appelr Abnormal i rt order |p expand the markets - f^ 

i-j^.- ' .heal-thxprpa^^^ patient 

>5 V ^ - cpn^rnO i 



; v Reconvriendat lohs^^ . - " \ 

I. :Extenjd publ ic service arinpuncements to j nclbde: dfu0^ 
dancer, ibprti^% VD^ fluibri^t^ron , fppt he-afifh care^ 
pre^hariCy, ie;^,^^^ * ^ 

: 2. Ensure that ^bl^ rptat0d. 
., 3. Federally ^sp^n^brf d?^^^^^ all aspects of con- 

sumer health care shdujd be^^ 
k. Make federal funds available for" private, prof ess ional and 
T Q^ther interested groups to use the TV medi4 f consumer , 

i 1 ^edu^atiori ^ ' 

5. Ensure that media is made aivailabie to both factions of any 
heal th- related issue eveh though the islUe or factjbn . 
IS Gbntroversi al . _ ^ 

6. Ensure that freedom of the press is maintained to help the 
r consumer influence the heal th care del i very system. 

e. Consumer Educat ion:^by Heal th Cafe Professionals - 

Definition of "professional s'* : persons trained or being trained 
to del iver heal th care . ^ 

Rnoblem #V The professional is inadequate in educating the cbpsumer 
because bf professional ecdhomic interest, jmpersbhal 
apprbach, an unwi 11 inghess to answier questi ons, and lack 
.of interest in the preventive approach to health problefns, 
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Recbmmendatiohs: ^ - 

1. Delivery systems should emphasize health maintenance rather than 
fee-for-eervice as represented by health Maintenance Organization 

2. the prbfessionaj should be responsible for broadening the 
consumer's part ici pat ion in ''Informed consent'' in ail contacts 
(office diagnosis |hd management as well as in-hbspital ^ 
procedures) by using understanda^^^^ putl ioihg 
choices of treatment, etc. Al l expe^^^^ df^u^s and pro- 
cedures must b^ pfes^nt^d as such so that there is no de-: 

1 iberate mrsrepre|#ntation of facts given to patients {t.g. 
ehibano womeii request Irig birt pills were used 2 

as a control group and given phae^o^^^ approximately- 
/twenty^ unwanted: pfighanc i e . Th^-dbp^^^ rece i ved f Uhds 
fbl* his '•research^ andf theif fam 

: - hp repBT^ 

3. Mpfe ps^ of '^gui des^V or patient adypcates i n 
cI^i^0|Gs and hbs^Utaft^ ta the structure pi? the syltem, 

heal tht^tfe^ rTOl'esJ^. :|;tci 

^ . „ „^ ^ » 

Eppblem #2 Prpfessipnai ,p^^ organ iiatip quasir profess jo^^^ 
f\ group! f^er i <^^^am ri i1ghK>U§ei 

: leullemla fo^^^^^ dp not prpS^l^ 

ucatipn services.. ' 

Recommendations: ' 

1 . The present jF^fbgrams are adevquate: in rM^^ certain heal th 
pnoblfrnl^^ ^t^ scope. 

2. Profess ibnal brga^ni zatibfis should tate in cbhsumer 
hfial th ^^hj ^at^ pafti^pat^lng la 

h^al th fa^^^^^ rfial<i ng: 1^^^^ tb 
school s and: cbmmua^ and di rect i hg? attention fb 

profess ibnal students. ^ , ^ ^ 

3. Present policies 6f prbfessipnal brga^^^^^^^ that are rjpt 
i n step with the times /shpu Id become more r^levafft to ^ 
existing cbnditiphSi In brder to dp th brg^hi zatibns 
shbuld make greater use of student p rbf ess ioiia orgfni Nat ions 
which exist to bi^^fk dbwh barriers between patient and 

. prbfessional . , Funds shbuld be il located for this purpose. 

Problem #3 . Lack of interdiscipl iinary awareness and co- ope rati ph in 
consumer education compounds the inability of heat th 
profess fonals to provide total health care in a community. 

Recommendatibns: ' ; - 

1. More interdisciplinary meetings such as this conference 
should be sponsored, hot only on a natibnal level, but 

on regional and international levels. Also, the number oi 
participants at the cpnferehce should be increased in number. 
This would result in a exchange of ideas in comparing ad- 
vantages and disadvantages of different health systems. 

2. An interdiscipTinary meeting of established professionals 
should be organized and perhaps could be facilitated by 
student representatives who have participated in these grpups. 
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Problem #4 Lack of guI turaliy-aware heal th, pl^of essi oh 

especially the ladk of mirioKi^ health professionals^ 
l imit the quali ty and afnou of>heaith car^ educati^^o^^ 
aval Table to minority cqnsum^ these firoblems are^^ 
manifested in cultur'aj and language ditf^^ 

Recommendat Greater effor^ts should be made to recruit 

- arid maintain and disadvarita^^^ stucLepts in health 

^fofessrbris sdhbols^ there shpuld^^^^ h grfeater effbrt made 
to educate all Health professional students as to the cultures 
and problems of minori ty popu 1 at ioris^ 

:p. pph s ume jCXd^ cbXioR z S e j E du ca j: J 6 n " 

perini t Ipn?pt consumer : those who need health care regardless 
6^ the abj Hi ty to 



Rrobl em #) Ggrisumer d i IcjSri heat th care ex i s ts ; however 

t^ e Q^^^ 4is: eiither ;spof ad tc or 

fi^pn^e^cH^^^^^ 

> Ricpnimen^^^^ * - 

^^Pfr- I-^ lncr&|se ad^^^^ enrbj irfient of qual i f ied 

r minority stu 

2. SGhpTarships s ayajla^je by business in community 
arid hefUt^^^ care, tri fd^^ 

>: . - suah al Americari Americari 

Optbmetrip Assp^^ Amjef icari Assoc] atJ ori, Ameri can 

Dental As Ip^^^^ Am6ri^c|n P6d Assofefrat tp^^^^^ ^ 

Osteppathi 4 ^^^^^^ shbuld prbvide , 

f ' scholarships- to urban arid rural: cpmmu people, especial^l y 

for miriorities. Scholirships sh^^^^^^ for 
returri service to that Gpmmuriity for a specif ied fium^ of 
yea r s or i ric l;ude a wpr k- study p rpgHa'm tfiit wou I d keep the 

-\ studerit-prpfessioriat in ^lose cbmmuriity contact during her^/ 

his years of education. 

3. Health care prpfessi orial s should make ari attempt tp draw 
cqpriurijty people iritb their practices, thereby leading to 

^ a greater interest and a greater awarenes^ bf thei r cbm- 
muni ty's health problems. It alsb promotes di ssemiriatibri 
•bf kriowledge arid understandi rig needed tb implement self-heal th 
k; Sbme health care prbfess i brial s should recbgriize the need to 
relinquish their pHeserit domiriarice bf the heal th- care team ' 
so that other health care professionals can provide their' 
services to a full extent with ppssible morietary savings; ' 
improved service, arid better commurii cat ibri tb cbnsufners. 

Problem #2 Cbnsumer- initiated educatiori and service in health care 
is a vital part of total health awareness arid can lead 
to imagiriative innovatibns which professionals may be 
more hesitant to undertake. (Wbmeri^s sel f-abort Ion 
projects usi ng vacuum aspiration, etc.) 
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Recbmmehdat poiis: 

li When communitY programs develop thePe should be encourage- 
meht by professional heal th organi zati ohs, business and 
gpv^rnmenf rather than the harrassment vyhich frequently 
occurs. 

2. In additibh, these organi zati ohs *"Shou Id: e^^ the 

ccKnmunity to develop these making ayaiiaBIa^ 

publ jc hea^th vaccihe^^^ lab test kitSj, ?tc. , especial ly 
in ar^as where health care is unavailable. 

Prpblerh #3 Jhequi ties i n heal th care ape. uh iyersal . There are, 

hdwey^f i some groups Ghicaho^ Indian, Biack, Asi ah^ 
-Amef lean, tiff rufeal and urban etGi>-whb receive • 

ihadequ^te care or no care at aH : 

' R e cpm^^ \ - ^ \ ^ , . _ . r 

1 , .awirt|ness. that, there i s !heaUth di sGrJmi na 

i;ri§. ^tb :e6;i:6^ se^f^tf ievej^^ edUfjatJr^^n • 
s houjl?!^ fill diais tcp% g1:|ltej^5§Sl^t^[ fip^ ^bl^E e? a ileasi, Ji Hi 

> drd&n^tg icl^ie^ J&ecause of thn^ 

grpup ' I :G6mp;a^^ tufefhe^^ to spive 

thirs profe^^^ iinadeq^^^ We "note tfie ex is tehee: 
; of the probl effii"^ . 
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Knob 1 em #f Lack of cbhsufners' aware^ their legal f ights is 

^ ^ " iiefi^^^l y afJBclH^ good 
heal th carei - . 

^ Recommend a t lp^^ Cphsume fs s h o^^^ i n f o ritie^^^ of _ 

^ ; practice Wfi^^^^ theh^ f i||l^ts'^i^^^ the. ho|p it of fide, pharmacy, 

etc. so that they, can rec^^^^^ Health rights 
jjicfude §u6h pig^^^ th§ nght^M^^^ 

treatment.i^^^^^t^ and i ts 

treatment options ^before tre|tmeht is started, and to have experi 
mental drtig^ and pfAcedures ia^^^ such,. 

COMMUNITY OR jEp&p ^E^ HEALTH-CARE PROFESSIONAL 

A. Gove r hm e n t a i C 6 h s i d e t i 6 n 

Problem #1 Publ 1 c Hea'l th Service programs are for^ the most part 
depecsphal I zing for the cohsumer. This situatibh 
f perpetuates itself. 

- ^ . 
Recbmmehdajt i pns: . ^ _ - ^ 

1; Impetus isfeould be given to the development of pubM ic heal th 
servi ce programs, . emphasi zing treatment of the consumer as 
a wtjole person without regard to the economics of health 
care practice. 

2. Forei gn heal th systems have successful ly el imi nated the fee 
for service system; The government should pub 1 ish reports 
for health prof essioha j s regarding advantages and disad- 
vantages of this system. ^ 

^^Note: a definite ihadequacy of this conference workshop is that no 
minority groups or consumers-were present. 
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Pfobl em i^^2 I n the past there has been i nsuf II dlent cooperat ion 

between govei-hmeht and heal th care prof esk Ions. ~Thls 
66hferehGe I s an exampl e of government ' ebope rat I on 
wi th heal fch care professj^ to study ^possl bl e 

' ' delivery systems 

» 

' Reconimenda This cooperation betwe^e thg government and the 

profess ions should be encouraged arid increased in the form of ' 
, • cohferehces; 

Formal^ Educat J oh , and . Commu ri iity ^EdUcatlbh — * 

p.robleni #i Formal edueatM oh of thf prqfessilohai: stresses the 

sc;iJntii:f i=c ahd: hon-p_|rionalf Ind .the rpn^ and 

%are^ Yf incl udes the^^ ahd^eui^tuBal; ispes^t^ 

9f "^ed ' Cii/ne and pafci-ehSs^ as e^^^^^ hneteairJ i^ffiphas^nf 

. \ 9n.|peGi;aH^^^^ ;|en;d|d!|o it§n^ •tMitrfiint 6f fhe 

* s ■ jpatjl^ehfe lasiJ^^ - - . - 

;^ "ReGpmmeh ' 



1. 


rf^p rpf^l fsliJon 


^Kspnrie^l; ^s|t6u1# ^be u f ed^ ito ib n ^dge a: he 




gap an^d j^^ §i 


)NSre^^^ Gpnl#"e P pMjffis |nd cU Utu raU 




d1'f f e r eriee s; b y c6 


[pmufi i f af J ri^^^^ di redfej-y 1 6 th^:^ rofess i oria^ 




[n creaf i ng;.a 


rent prbf i 1^^ 




Exi^t^ing courses 


ifP spaLO^^^^^^^ the consumer 




should not be i §5 


liatexiVSPom applJi^^at^^^ th0 ^^<fhri j<^ue 




Gurf ieulum. 




3. 


Gpu r s § ma t e f i aT h 


V soG i o-econ^ awarehess shou Id be i riGor-^ 




poKat^d wi thiin^^ 


lei courses throughout =t feducati brial 




s^querice of traish 


jng. ; ; 


k. 


Prof ess ionals* 6b 


1 on to under> s^^ a reas should be 




^mphagii zfld tfi f oljg 
fedmmi-fetm^^ 


hi a more . ^ t rbn§l y efif dfced ni% i bna 1 ie ry i ce 


Xor 


isumer Educatxoh of 


Rrof esMbriaj s 



Problem #1 X^ere i s ri 6 forffial education of the, heal th care pro- 
fessional by th^er^Gonsumer^^^ 

Thi s educatiori .i s leff^ to the i ridi viduar] i riterest arid 
curiosity of ttie health care professional. 

Reconimenda t i oris : - , . ^ ^ " 

1. dn-th-jbb trained health workers from the community should 
be used to f aci n tate Gommuri i cat ion betweeri corisu^ers and 
health care prof e^si orial s. 

2. Consumer adyocacy groups are beginriirig to force health care 
^ . professionals to recbgriize their respofisi bi li ties • tb the 

consumer by pointing but present inadequacies, these grbups 
shbuld be represented iri heal th prbf^ssibnal orgariizations^ 
the prbposed governm^rit umbreria, heal th agenci es and interr 
disciplinary health plannirig organizations. 
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^D . Spe ei aj , He a 1 th ^ Brog rairis 

Special health programs can play ah Integral part in realizing 
th| goal of iricreasihg the education aiid awareness of the health 
Professional to the health care heeds df the Gommunity. An 
j£-f ^^'P' '"^'■y approadhi as wej ) ,|s the removal of the profit 
'ttotlve from the del i very of health care to the consumer can be 
very important In achlevl hg thi s goal 

, ; I hterdi sci pi I nary educatlbh, seminars and projects do exist, 
But to a very 11 m Red ex Health professional students, rather 

-.tH:ah the heaUth profess ibhals themse^^^^ b6eh in the fore- 

fi'.oht^bf these progrimi , jlt, i s the -duty, of the h pr.bf ess i ohal s 

t%e|;Jifi or IghbKanc^ cbheernihg what ajj the 

prof essi 6ns 5an do, tbp-ther tp^^^^^^^^ ffte dohsufner . I n th i s 
M'terdisM-^^^^ heaiith f;i.l: the members bf'bur prbfes> 

sulpha 1 hf|l"t'^Jteam ct i moM/goiftp^^^^^^^^ irito the heeds 

o|: l.he commUnily . P'rogragi,^^^ the i hteidi sei pT i hary apprxjich 

tOijtiea^tfi ;.G|fe ,([,.4. 'Stu^dent ^Hea^^^^ eohfJrehte) shbuad be; 

nlbuBagedj on :a^^ 

t^,/^b? hlfKth p^ptessrbha^) abbut the ebm- 

8«;|h^W'l heal f^^ as thev cbnlumer'l heeds Whih the prb- 

fti^l mbti ve is removgd f^pm -heal th cbr^ dl) i very . The free g1 i h i c 
l^ncept i s a d.i ffereht mode Gbhaumer-^bfessiohai ihtesraGtion i n 
he al-t h c a r e^ de IM ye ry- which tries to eJ^i m i h a te t he profit mb ti ve 
Igfeee cl i in:i Gs especi al l y J nterd i sc i pl i nary f rel ^1 I n i cs , shbul d * be 
Ifilpuraged and suppbrted by the heaHh pfof essl^^^^ organi zatibh s. 

.t: '^oyifnaH^ point but shortages: in mahpbwer 

|n;d. i neff i cKehc jils i h the heal th deli very systems . These pressures, 
;i;n£ tufh hel p to makie the health prbfesi rbhs mbr^ bf th^ ebn- 

s^mfr and the absblute heed for ah ''ideaV'' Gbhsumer-pr^^^ 
jrltibhshi p ( I .e. ah i hterdi sei pl i hary ap^roich to heal th care )-. 

^ Mihbrity ehrollmeht in the health prbfessiohal institutions 
'brings a hew sjhse bf awareness tb the students, as well as the prb^ 
.fassiohals. Minority recruitmeht shbul d be encouraged so that the 
health care del i very system can receive the mbst complete input frbfh 
a:lal _G6mmunity and cbnsunier grbups. ' " . 

l.n many instances, the recbmmendat i bns that have been made are 
not unique to what presently exists. What is needed is a re- 
el i^rect ion of ehergies which expand upon these activities. 
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STUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP #3 GROUP A INCREASING HEALTH PROFESS lONALS » 

- ROLE AWARENESS 



Statement of endorsement fpr a Student Interdisciplinary Group- 
The workshop oh Increasing I riterdi'sci pi i nary Role Awareness 

urges the establ i shmeht • of k nat ional student-^he^i^th-^ToUp ^ 

Whose committment to improving health wii 1 transehd the parochial 
iinterests of the const ifueht prof ess ibri^ groups. The Association 
should iFoster I riterdi sci pi i nary cooperati oh Ih the delivery of 
heal th care and heal th eduG ahd. cphduct research 6n. the or- 

gahizatioh and f i^hanci hg; of' cafe ahd methods of translat ing the 
Goneerhs of the patJent com^^ i hto ef f ecf i ve I t 

i:s^ impefatiy& that every group concerned wi th the del ivery of heal th 
cape be i he 

S^|afemeht of ^^^P^^^ 

The foil 6^^^^^^ are bar risers to role awareness that we^ as ah 
i hiterdi sc ip] I hary g hay§ Ld^ht i f red as ^ommbh to al j professions 

1. Overlappihg of roles by all prbfessiphs which leads to 
antagohistic feelings 

2. Lack of uhderstahdi hg about fuhctiphal roles of each profes- 
sion by prof essi bps ^/studehfs and cbnsur^ers . 

3. Lack bf underltahdihg Ibbut current educational preparatibh 
fbr health roles by prbfVssiohal practitioners, students in 
heal th sciences ahd the consumer 

4; Hi stbri cal 1 y, the. fact of substandard educatioh leads to 
stereotyping 

5. Lack of cbhtihuihg educatibn 

6. Physicians fail to accept that other profess iohs have skills 
(expertisfe) that they don't have 

7. Ethical, pblitical, legal and economic barriers 

8. Lack of mea;ns to eyal uate/val i dat4 educati onal programs 
lack of current stahdard i zat i oh withih professibns 

9. General sehse of f rustrati bh from lack of public under- 
standing about functional roles in each profession (except 
medi ci ne) 

10. General sense oiF underut i 1 i zat ion of all professions, 
IK All roles are sex-ori ented/bi ased- 

12, Lack of development of primary health care team; inadequate 
comprehensive health care models 

Recommendat i ons : 

Proposed mechanisms to overcome barriers to stereotypTng 
of heal th rol es : 

K Publish an interdiscipl inary information booklet 

2. Hold more interdisciplinary conferences 

3. Pressure government 

k. Develop an interdisciplinary student group with membership 
open to practicing professionals 
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5. Exchange guest lecturers 

6. Better use of educational journals 

7. Integration of education among professionals 

8. Make available as much interdisciplinary clihcial training 
as possible during the period of professional education 

9. Educate the public tb: 

A. higher expectations of quality care from interdisciplinary 
teams 

B. accurate knowledge of the services, and their value, 
which the members of the health profession can render 

10. Bring students and pract i tibners together , 
]]\ Attempt to chiange attitudes of old practiohers 

12. i hterprbfessiohal support of legislation 

13. Attempt to reach minori ty groups - enco^urage/recrui t excluded 
groups ^ . _ . ' 

jif. j ni ti ate i hterdi sci pi i nary c1 ihi cal traini ng . : 

U5. Remove economic barri ers and econbmic incentives to competi- 
tion . _ : \ 

iVA. Me^ - _ 

Develbpmeht of true cbmprehehsive heaM^^ team care 

^18. Standardization bf qual ht^y edUcatibn wi professibhs 

19. Service rather^ than p,rbdu_ct payment orientation 

20. Less influence from outside economic Interest - (big business) 
Criteria fbr success: 

1 . Decreased dJ sease - 
\ 2. Optimal ut^ilizatibh 
: 3. Optimal communi cat ibn 

4. StabI 1 i zati bh bf health costs 

5. Universal availability bf services 
6i Better educated public 

7. Better referral system 

8. Increased int^rprbfesslonal awareness 

9. More legislative cobpe ration 

. 10. Existence of Lnterprbf ess ional information booklet 

11. Existence of interdisciplinary student-professional groups 

Prbpbsed mechanisms for bvercoming barrVers to role awareness: 
I. Publication of interprofessional Infbrmation bbbklet. 

' Purpbse of booklet would be to- increase interprofessional 
awareness qf the total health team for optimal utjlization. 

A. WHO 

1. Federal government tb publish and research 

2 . Students , pract i t i oners and educators to write 

B. WHAT 

The interprofessional information booklet should include 
the f ol 1 owi ng: 

1. Present status of the health professions _ 

- education available 

- post graduate education and research 

- facts on different professions 

- range of services provided by each profession 

- distribution and manpower needs 

- present and proj ected rol es 

2. Results of this conference 

3. Editorials from interdisciplinary groups on relation- 
ship of febalth care professional fi.elds 
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C. HOW 

1, Form interdisciplinary editorial group 
* ^ 2. Seek funding from federal or privc3te sources both' as 
recruitment material and public information. No 
advertising for funding. 
3. AlthoJugh studtsnt initiated, professional parent or- 
ganizations can be i nvol ved i n the.publ ication. . It 
should however, be studeht-^di rected. 
k. Distribution should include: 

- all students and professionals^ 

- career counsel ors 

- educators of professional schools 

- minority groups 

- consumer health groups 

D. WHEN 

. 1. Planning to develop the booklet should begin as soon 
as poss i b l:e ^ 
2. target date for pub) i cation - Jan. 1973 
3i The booklet should be revised ahriually 

E. TREND jNbiW^ 

1. Exi stefice of publ i cat i^^^ 

2. Is It distributed? (check with distr . 

3. Is it read and by whom? ( check by responses, positive 
arid riegati ye) 

k. It is faTrly reflecting the content it pretends to represent 
5. Is it producing any changes; if so, in what direction? 

Proposed Mechanisms for establishment of a Health Education Center- 

A. WHO' 

1. Existing university health centers-- admi ni strat i on , faculty 
arid students 

2. Joint i nterdi scl pi i riary organization 

3. Corisumer input 

k. Federal, state and local governments 

B . WHAT \ 

The health education ceriter should include the following elements 

1. Patient-centered health education via the team approach 

2. A shared committment to the team approach to the delivery 
of heal th care 

^ 3. Recognition and respect* for the education and functions 
of each profession 
k. Retention of the particular skills and phi 1 oscohi es of 
each profession 

5. Team-based education utilizing some of the same faculties, 
facilities, etc. ( less duplication of costly resources) 

C. HOW 

1. Incorporate existing schools into Un rversi ty compl exes 

2. Plan new health science centers with Interdisciplinary in- 
volvement 

3. Break down tradi ti onal concepts and restrictions 

D. WHEN 

1. Heal th education centers are presently being developed; 
more financial support is needed for such projects as soori 
possible. 
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TREND INDICATORS 

1. Existence of interdisciplinary clinical facilities for 
cl I nical education 

2. Existence of mbre University Health Centers 

3. Less duplication of services to patient 

k. Setting up interdisciplinary health practices- 
5. Less antiagonisrh and competition between professionals 
6?.- Cfentral i zation of complexes of heal th care facilities 
for the benef i t of the patient 

7. Maximum utilization of each indivlduans education 

8. Greater role satisfaction-less rol^ identity crises 

9. Less wasted effort between health professions and the 
government - ^ 

Id. Increased quality in health education 



i 
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STppENT HEALTH MANPOWER CONFERENCE 

WORKSHOP #3 GROUP B INCREASING HEALTH PROFESSIONALS' 

ROLE AWARENESS 

e 

i 

Introduction ; ^ 

. Our group did not feel the need to describe in detail each 
others respective professions. The groujp moved into immediate dis- " 
cussion on areas to work on to increase rote awareness among the 
pr|fessi6hs; These areas were listed as: ebmmunicat iohs, finances^ 
increasing pubUc heal th^ delvieryv al lowi ng prof essional s to serve 
^9ie:^peop]e, joi nt healith p^-of^ss^^ i h Hospijtaj s and 

ciqnjGS^ programs to | edgcafe^^ in formal 

education, Joi nt 1i|ial th ^^^^^^^^^^ and i rlcMas^^^^ awareness of 

hfallth teams i tef di scUss^i^ ai^fareness , 

St undents dSyelope^^^ list of mecH^ which can sef,V§ to Increase 

r^jie ^Warenels aSpn^ he|f|:th/ pro^ 

\ . Course opeh^o al l di^s^^^ « 
care del ivery systems Such a c6urse should be oriented 
toward the role of each ^health care member. 

2. InterpcofessioriaT social seminars 
>3*;^ Expanded in terdiscip^l^ 

k. Ci^ritraj gathering Ibunges 

5> Facul ty awareness projects 

6. . Combi ned cl irtlical experience 

7. Multiprpf^sMoh student* organizatib 
ft. Propaganda 

The workshop makes the following recommendations: 

1. ' Curriculum changes should be initiated to integrate inter- 
disciplinary role awareness in our formal education, includ- 
i ng the f ol l owi ng: 

1. Combined interdisciplinary clinical experience 

Z. Courses open to all disciplines orienting them to health 

care delivery systems 
3* Sessions drawing on speakers from related health and social 

sciences 

IL Expanded interdisciplinary projects should be created to incljude 
all health and social disciplines, i;e. Appalachia, model cities 

I I I , Facul ty awareness should be increased through the foUQwing 
mechanisms: 

1. Faculty Health Manpower Conference 

2. More active participation in and response to existing 
prograjps of health education 

3. Dissemination of information from student groups and exist- 
ing projects involved with interdisciplinary role awareness 
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IVv Investigation should begin to find the best means of establish- 
ing a Tiational student interdisciplinary organization 



It is the opinion of workshop participants that a Student Health 
Manpower Conference is essential in order to increase role awareness 
of health science students. We therefore strongly recommend that 
conferences of this nature be repeated on an annual basis. In 
future conferences, we suggest the utilization of faculty members 
ai additional resource peppje. We also suggest more interaction 
with all resource people, to enhance role awareness. 

Regional interdisciplinary conferences structured in a similar 
fashion are a vital follow up for the riatibnal conference and 
shail further s^rve to implement role awareness. 



STUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP m GROUP A REGULATIONS AND RESTRICTIONS 

PRACTICE ACTS, LICENSURE AND INTERNSHIP 



The f 61 1 owl ng recommendations apply to each of the health professions. 

I . Uniform Minimal Stahdards . 

T. Nati ona I Boards of Exam i ner s should be establ i shed to 

develop and Administer Nat ibhai Eximii hat ions to devel 
UNiFORM MINIMUM STANDARDS. (UM^^^^^ 
Backgrbund: NSttonal; exMln^^^^ 

est^b! i sh unifbrWi ty^; of milWi^^^ for the 

pract i ce^bf a gi ven "Keal^^ the 

hatibn; (UHS ar^ tb be def^^^^^ 

aM^ shbu i d sKn^^^^ :a=imi nTm 

sc-bre bn the nati;bna age i etc' 

2. State Li ci^hsuM Bb^ 4s Cel 1 as 
add i t i pna 1 r^qu [frMen t S: sHf iMj Ib^ ; lii m ij ed tb s t aTt^ 

1 aW ex#ms and cont i hui :hghe<Jucatio the Ba|i s fbr 1m censure. 
Backgrbund: Mcceptance of :?U^^^^^ 

facilitate r:ecr|rbciity^ jilfcehsQfe b^^^ states, 
therefor^ ehharitKhgi^^f reedom geo|rSphl;C Jiio^^^ 

3. A health professlbhal hoTdrhg^^ 

and meet ing the UHS shbu Id be: grirtted a temporary lice^t^e rn 
any other state immediately^^^u Suth a temporary 

1 i cense would Be Val id for b^^^ year during which time the 
appl leant shain be g^^^^ the addi- 

tional' state requirements. 

Background: Thi s pr'ocedure wi 1 1 faci 1 i tate a more 
eff icient util rzatibh of manpaver by eliminating un- 
productive lag time. 

IT. Equivalency Credit 

All health professions schools should adopt reasonable and uni- 
form prbcedures of examin^t,i;on fbr equLvalency credit. 

Background: fqulvalepcy credit should apply to exper- 
ience and/br course work received in ahbther institution 
and/or program. This credit should hel p el imi nate thef 
dupl i'catibn of many plateaus in furthering education 
and thus increasing the efficiency of manpower develop- 
ment through increased mobility. 

I I I . Practice Acts „ 

Federal legislation shouid be proposed to remove state practice 
acts' restrictions on professional roles in interdisciplinary 
demonstration projects. 

Background: Many interdisciplinary practice models have 
evolved from student prbjects, but have not generally 
been tested by br In health professional schools or 
In the private sector. It is felt that one major barrier 



to experimentation in ESTABLI SHMENT-oriented proqrams 
IS a medical -legal HANG-UP. Therefore, removal of 
legal restrictions would allow manpower utilization 
models to be tested more freely^ 

Continuing Education 

Mandatory continuing education should be a prerequiste for 
rel i censure. 

-^.Background: Only through^cohtinuing education of 

health professionals can their full potential be realised 
It IS felt that personal initiative h^s not affected 
all professibnals equal ly arid there is a general "i 

don't give a diwin" or "I don't see ti = ^^ so I won't • 
fnake time" attitude. Only through regulations, can 
the continuing education heeds 6f professionals be met; 

Inter lishib Rrodrams 

All heal th professions that regui re internship (or equivalent 
experi ence ) shou I d re- exami ne the goa Is of suth programs The 
I nternshlp prqgr^^ shpiild then be ^JjjcctJ ve in 
terms of those goal s^^t 

Background : Many he^ I th ^rof (Bi - i bhi adopted the 
internship reiqui rement as a h6;d over f rdm the 
apprenticeship system of educatib Throughbut the 
evolution of the educational process many out- 
moded programs (i .e* internship) have remained 
Through re-exarjihatibn Of gbials and actual programs 
It IS felt that many changes could occur which would 
affect both the quality and availability of manpower 



/ 
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IfliDENt HEALTH MANPOWER CONFERENCE 

WORKSHOP # k GROUP B REGULATIONS AND RESTRICTIONS 

PRACTICE ACTS, LICENSURE AND INTERNSHIP 



Re.commendati ons : 

^WT^ AH heal th professions should be re-eval uated and practice acts 
should be continually updated. 

1. The licensing body of each profession should recognize 
professional qualifications and abil ltie*: 

2. Upon recpghitioh of qualifications and abilities, new 
roles and responsibilities should be delegated to the 
existing heal th professions. 

3 there should be maximum uti I izat ion of existing qual i f? cat ions 

and abilities-. ^ ' 

k. Where hew rbles and respohsibl i ties cannot bie delegated 
to exi stKhg h^a pr6f essionSi new Keal th di sci pi I hes 
r sheiiid be deveibped:. 

lllil. All practice acts should be nati ohal 1 y uniform. 

1. A National Health Manpower Practice Acts Board should.be 
developed. 

2. The furictjon of this board will be to design model practice 
^ acts, to be distMbuted to respective states for suggested 

incorporation into state statutes. 

3. This Board should include two levels: 

" --An interdisciplinary Practice Acts Board - this board 

shall be compr i sed of re^presentati ves of each health 
profession and the public; publ ic representation should 
be equal to that of one health profession. 
--Individual Professional Practice Acts Boards - these 
Boards should be comprised of licensed members of that 
profession. 



III. Accredited professional schools should be given the authority 
to grant students I'cen*^^? to practice in their . respective 
professions upon satisfactory completion of required progirams 
1. The authority to grant license and/or xiccredi tat ion should 
be removed as a function of existing state boards. 
A National Heal th. Manpower Accredi tatibn Board - This Board 
should be comprised of representatives of each health pro- 
fession and the public. Public representati.on should be . 
equal to that of one health profession. The function of this 
board should be to oversee accreditation of heal th prof ess i onal 
schools so as to provide optimal health care for all. 
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3. An Individual Professional Accreditation Board for each 
profession comprised of members from that profession 
should be created. The function of each board would be to 
accredit their respective professional schools. 

k. 'Continuing education should be accredited by the In- 
divi^'ual Professional Accreditation Board. 



Continuing education programs should be mandatory for maintenance* 
of health profession licenses. 
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StUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP #5 GROUP A HEALTH TEAM-ALTERNATIVE PRACTICE MODELS 



Introduction: 

The workshop on health teams- al ternative practice models con- 
sisted of students of dentistry^ medicine, nursing, optometry, 
osteopathic medicine, pharmacy, .and podiatry. Although this repre- 
sents a broad cross-sect ion' or health team, the group was i n- 
eyftably limited by the exclusion of other health related professions. 
Discussions concerning the health team might also indlude 
social workers, nutritionists, heal th administrators, lawyers, clergy, 
physical and occupational therapists, among others. 

A major pari of pur di scUssi 6h^ defining our 
professional roles. We we r§ amaze ^ con^ 
celnlhg ead^ profess ibh4l^ ih the health 

-t^im. The Gonsehsus wa? that un^^^ of professional iman^ 

poWer resul ted: from i htMdi sci pj i nary^ This was especially 

thue of podiatry and optometry. The expanding roles of the pharma- 
cist and nurses .heed further development arid clarification, and the 
sirni 1 arity between the osteopathic physician and the MD needs 
amp) if ication. 

Our next goal was to develop a definition of the health team. 
Fcrllowing a protracted debate we decided it is impossible to 
establish a rigid team model. The composition of the health team 
must be determined by the heeds of the specific patient population. 
A§e, location, ethnic profiles, and endemic diseases are among the 
factors which determine these populatioh heeds. The insoluble pro- 
blem of delineating a health team model led us to a general defini^ 
tioh: "A health team is a group of health workers organized to deliver 
services to a specific patient population". It seems ridiculous 
to structure a health team until the needs of the patient population 
are assessed. 

.Since the components of the ^^^^ ' ' th team cannot be determined 
outside the context of the pbpul^cion to be served, our educational 
experience must be correspondingly flexible. Each discipline should 
develop an awareness of its own role and limitations, other dis- 
ciplines* roles and limitations, and their mutual interactions. To 
accomplish this, health professions education must be interdisciplinary. 

Recommendat ions ; 

Our recommendations for facilitating interdisciplinary education 
include the following: 

1. The i nterrii sci pi i nary approach should be utilized for the 
study of patient management problems. An interdisciplinary 
team of students should work together to develop a health care 
plan based on an examination of the patient's specific and 

mul tiple needs. 

2. A system for exchanging clerkships at other discipline's 
clinical facilities should be developed. 
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3. Conferences for health related professions should be * 
developed. These conferences could be local, regional, or 
national; group process techni ques suph as simulation, 
problem-solving, role playing, and film presentations 
should be utilized. 

4. Greater efforts should be made to draw on lecturers from • 
different health professions.. For example, a podiatrist may 
lecture about the anatomy and function of the foot or he may 
speak to the rel at iohshi ps between podiatry and the other health 
disciplines, this is an important means of breaking down 
interdisciplinary barrierSi 

5. Mutual classes or seminars should be developed around subjects 
of general interest such as nutrition medico^legal pro- 
blems. Mutual classes based on the trsditiohal lecture for- 
mat are of little v.alue, 

6. A heai th sGTences onehtat^^ should be held early 
in the school year so that the initial orientation of physicians 
nursesii ph^rmaci its arid: 6thers wj 1 1 be based upon the team 
Gohcept. 

7. Ihterdiscipl in ;sh6uld be developed. 
The greatest benefit of the cohfeY^nce has been our ihter- 
actioh with the other disciplines conferring in us an awareness 
of our professional roles on the health team. 
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SfybENT HEALTH MANPOWER CONFERENCE 

WORKSHOP #5 GROUP B HEALTH TEAM - ALTERNATIVE PRACTICE MODELS 



Direction of Approach - Definition of Health Delivery System 

A health delivery system can be defined as inclusive of the 
following fbur broad areas: 

1 . Ehvi rohmental 

2 . Heal th Mai ntenance/Di sease Prevent i on 

3 . Acute Care 

4. Restorative and Extended Care 

These individual aspects are representative of current, past, 
and future delivery systeras;. In our analysis, the currerit system 
Wil|hi n these areais i s fragmented and mi sdi rfcted. An- al ternate 
rTi6i3ei would include t^ following fun c^^^^ defined and 

maTidated under flexible assumpt'ons dependent upon administrative 
pnptocol. 

RECOMMENDED ELEMENTS OF A MODEL HEALTH DELIVERY SYSTEM 

j. Environmental Health. Recommendations: 

1. Current public health service should be broadened to 
include al 1 -ehvi ronmehtal problems. , 

2. This incTusive service should ut i 1 i ze al 1 health pro- 
fessions and related allied disciplines. 

3. There should be a circular feedback mechanism to facilitate 
interdisciplinary utilization within the total delivery 
mode 1 . 



II. Health Maintenance/Disease Prevention Recommendations: 

1. In the area of health maintenance: 

a) Central interdisciplinary patient records should be 
available to all professions. 

b) Total patient care should be mandatory in each profession 

c) Interdisciplinary referrals are needed for total and 
continuing patient care 

2. In the area of disease prevention 

a) Consumer education and^ interdisciplinary awareness should 

be developed on a national scale, 
.b) Health professionals should be educated concerning their 

rpTe in a continuum of consumer awareness, education, 

and confidence. 

Ml. Acute Health Care Recommendations: 

At present, patient needs for acute care are met mainJy in the 
bio-physio-chemical area and are lacking In the. psycho-socio education 
al area. All acute care should have equal emphasis in the two areas; 
the interdisciplinary relationships should reflect this equality 
of emphasis. Each group should rely on the resources of the other's 
in the same way that physician specialists utilize one another's scope 
for consultation. The continuum of scope and individual emphasis is 
diagrammed as follows: 
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IV. Restorative and Extended Care Recommendations: 

Inherent within the c^iven model is the assumption that areas 
^1^11,111 serve primarily as portals of entry for essential diagnostic 
and evaluative services. Upon determination of the necessity for 
restorative and/or extended care, patient needs and model response 
to these needs can be facilitated through, the position of a "liaison*' 
source. The "liaison** source would provide: 

1. A centralized source for appropriate level of care 

2. Assignment of personnel to efficiently meet the need 

3. Selection of effective setting for provision of care 

4. Follow-up, review, and evaluation of patient need and 
dynamic feedback generated through liaison source and 
areas of care #1, II, and III 

The liaison component of the model serves as a tuffer desi gned 
to determine the needs, desires^ and requirements of the specific popu- 
lation and to f aci 1 i tate the model's response to these factors. 
THf liaison source would be responsible for the following: ^ _ 

1. Cognizance of scope arid lifnitations of the respective 

di sci pli nes and the bveral 1 model *s scope and limitations 

2. I hcorporat i oh of indigenous persons as sources reflecting 
community needs 

3. Enhanced emphasis on psycho/soci o/ educational needs in 
providing extensive and comprehensive patient care within 
the def i ned needs 

RECOMMENDATIONS: 



I. Interdisciplinary Respect 

1. There is a primary need for interdisciplinary health 
orientation at the most basic level, namely undergraduate 
professional education. We recommend three phases: 

Curri cul um/Educat ion . Required course material and problem solv- 
ing projects should be constructed to enable several disciplines 
to study and work together at the clinical level of their 
respective educational programs. 

Conferences . Continued conferences such as this one should be 
held to deal with specific problems in medical care. In this 
way the alternative care plans can be established and developed 
on a continuing basis with nationwide interdisciplinary student 
organizations. More psycho-sociological personnel should be 
included in future conferences to broaden the scope of the 
di scussion. 

Heal th PI anni ng . Community populations should be represented as 
instruments of planning for interdisciplinary education. Any 
alternative health system needs to be tailored to a particular 
population-ghetto, migrant worker, Indians, etc. Exposure to the 
community professional team concept should be established early 
in professional education. 
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2. There is also a primary need to expand the team approach 
idea to emphasize that all members of the team be permitted and 
encouraged to work to their highest level of competence. In 
this conceptual framework, educational and experimental manpower 
resources are more .fu 1 1 y and efficiently utilized. This means 
that functions traditionally assumed by certain professionals 
must be allocated to paraprof essional/s—and professionals who 
are equally or more qualified through specific training to carry 
them out. 

In addition, more respect Is needed between professionals 
and paraprofessional s . It should be fostered at an early level 
and continually strengthened through such projects as an Inter- 
disciplinary jour'nal , conferences, cl asswork, etc, 

II, F I nances 

1, Capitation and health insurance which pays for social services, 
preventive rpedlclne, diaghosti c medl cl ne and out patient services 
should be adopted In opposition to the exi sti ng^system which 
only pays for existing illnesses and Inpatient services. 

Ml. Legal Requirements 

1. The legal definition of customary and expected medical care 
should be expanded so that an Individual or organization can be 
sued If appropriate preventive, restorative and psycho- soci al 
aspects of acute care are not provided or are provided inadequately 

2. Consumer boards with the power to determine the extent of 
services provided and the type and nature of interprofessional 
relationships should be Instituted so that service and Inter- 
professional arrangements will meet the needs of patients. 

3. Acute care peer review should be Instituted. The peer 
review group should have legal powers and be constituted on an 
interdisciplinary basis, with equal emphasis on psycho/soci o/ 
educational and bio/physlo/chemlcal professional areas. 

IV. Regulations 

1, The scope of our present public health system should be^ 
enlarged to encompass an environmental health system utilizing 
the health team, especially veterinarians, nurses, physicians, 
social t workers and environmental engineers, with the under- 
standing that the Interdisciplinary roles most qualified to 
address ♦'he specific problem take the lead and responsibility. 

2, Existing government and non-government agencies should be 
formed Into an' umbrella group to facilitate team delivery In 
an Interdisciplinary fashion. 

3, A liaison source as defined under the restorative and 
extended care section of recommended elements of a model 
health delivery system should be required before funding 

can be granted for such a system. 

4, All phases of the health team as described In the model 
above provide minimal standards in social and psychological 
services necessary for a project to receive funding. 
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STUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP #6 GROUP A HEALTH TEAM- I NTERD I SCI PL I NARY 

STUDENT PROJECTS 



Recommenda t i ons ; 

I. -ome mechanism should be created for the development of guidelines 
on student project development into a comprehensive compendium of 
information, which could be used by any groups interested 

in initiating or continuing interdisciplinary student projects. We 
envision this ''cook book** to include a delineation of many of the 
problems and goals of student interdisciplinary projects of various 
types, as well as a very detailed text, including possible^solutions 
and approaches. For example, a general problem of student pro- 
jects is evaluation. In this compendium, types of evaluation could 
be ^discussed and the funding, sources for various project- types 
could be explained, 

II. Some mechanism should be established for the dissemination of 
this information, that is, a National Clearinghouse, As a result of 
our collective experiences, we feel that the existing mechanisms 

of information dissemination are restrictive and inadequate, A 
limited ••core" of people representing each health field receive in- 
formation, while the majority of students are not aware (for example, 
in large part people who are considered to be ''core'* individuals, 
received applications to this conference). The general ^'private 
ownership** of i nformation which is characteristic of health pro- 
fessions also exists in their student organizations. 

We envision that the Clearinghouse would perform the following 
functions: 

1. Serve as a distributor of relevant information, with 
mechanisms developed. to identify and contact potentially 
interested groups and individuals eg,, student govern- 
ment of each health professional school, all ongoing 
student health projects, etc, 

2. Act as a repository by actively collecting and compil- 
ing information which would be of use to those interested 
in planning or improving projects eg, funding sources, 
interested participants, guidelines and advisory 
material , etc. 



Outline For Proposed Compedium of Information 

1. An Approach for Student Interdisciplinary Projects - General 
A, Goals 

1, Interaction of interdisciplinary student groups 

2, Bringing professional students together 

3, Satisfying definite community and patient needs 
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4. Making the community aware of their health needs 

5. ' Providing an educational experience for the student 

6. Creating an incentive for alternative practice modes 
after graduation 

7. Developing a methodology for working together 

B, Potential Problems encountered by students administering 
projects 

1. legal aspects of student- servi ce oriented projects 
engaged in health care- del i very ie. non- licensed 
students assuming professional roles 

2. Quality control of health care delivery 

3. Community reaction to student projects 

4. Student apathy on campus 

5. Continuity of projects - maintaining student interest 
from year to year 

6. Planning and Initiating projects 

7. Obtaining funding for projects 

C. Implementation 

1. Reorient intra or uniprofessional health projects 
into interprofessional projects 

1. Incorporate voluntary projects into the curriculum 
3. Use students in capacities other than delivery of 

t the health service for which they've been trained 
eg. counsel ing, admin i stering 

Insure actual patient contact as a means of main- 
taining student interest 

5. Use health crisis and non-health crisis situations as 

an impetus for assembling and forming interdisciplinary 
teams eg. disaster area and peace rally first aid teams 

6. Demonstrate the need for the project by stimulating 
and documenting student interest and community demands' 

List of Different Types of Projects for Compedium 

A. Service Projects 

J , Communi ty cl i ni cs 

types: voluntary, non-salary; voluntary, salary; 
curricul um 

2. Non-clinic activities' 

types: health screening ie. pre-natal, well-baby, 

Head Start and grade school, camp physicals, 
health fairs, geriatic and nursing home projects, 
crisis projects and first aid 

B. Community Health Education and Recruitment 

types: health careers day, drug abuse and V.D. counseling, 
American Indian Health project, general health 
education activities 
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Education of the Health Professional 

types: exchange of service programs between professional 
school s 

role of each discipliine in treating a patient 

with multiple problems 
interdisciplinary workshops 
interdisciplinary periodicals 
clearinghouse 
joint curriculum 
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STUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP //6 GROUP B HEALTH TEAM- I NTERD I SCI PL I NARY STUDENT PROJECTS 



I htroducti on 

The workshop group, consisting of ten health science students 
representing different health professions, examined the rationale 
behind the health team by asking the fundamental question ; Why 
should the health professions get together?** The answer which pre- 
vailed was that the health team is needed in order to provide the 
besX possible care for the health and welfare of the patient. 
Students then educated one another concerning their professions, 
discussing such areas as curriculum, entrance requirements and 
caUiber of studenjts. 

Model Development 

Student participants agreed that the goal of their workshop 
should be to create a model interdisciplinary student project. Utiliz- 
ing the experience of their own meagre beginning, the group decided 
thct the most important problem, interdisciplinary communication aiid 
education, must be solved fJrst. As a consequence of this realization 
the group investigated several solutions but committed themselves to 
one--the creation of local interdisciplinary organizations wherever 
possible. ^ The consensus was that such groups would serve the dual 
purpose of communication-education as well as pave the way for a host 
of Interdisciplinary student projects such as Inter-Clinic exchange 
programs. Using the successful i nterdi sci pi i nary proj ect Operation 
Venus from the University of Kentucky as a guide,, the group 
sought to develop the best methods for creatcng a local interdiscip- 
linary organization. The result was the following; 

Selection of a common goal such as V.D. education or 
interdisciplinary student newspaper. 

Unification of a small nucleus of interested students. 
Seek moral support from the community and health professional 
I nst i tut ions. 

Seek out any groups or organizations interested in same qoal 
and ur)i te ef f orts. 

Begin with small basic service to create credibility and 
good. publ i c re 1 at ions. 
Recruit volunteers. 
Avoid too much diversification. 

Two basic problems in developing viable interdisciplinary 
projects are the following: 



1. 

2. 

5. 

6. 
7. 



1 . Obtai ni ng fundi ng 

2. Acquisition of volunteers 
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Suggested Solutions: 



1.. Problem of Volunteers 

a. Utilize local media in advertising for volunteers 

b. Merge with other interested groups 

2. Significant factors in obtaining government funds: 

a. The project should demons tate a more economical way 
of providing health services. 

b. The project should demonstrate a new approach to the 



problem, serving as a model for others (eg. interdiscip 



Essentially a local interdisciplinary organization is founded 
on the need for a project; hence it Is a ^pal within a goal,. From 
the structure created by the local interdisciplinary groups, a 
strong national organization can evolve^ And as a result of this, 
the future of interdisciplinary health care will be secure for the 
benefit of both the professional s and their patients. 
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STUDENT HEALTH MANPOWEtl CONFERENCE 

WORKSHOP //6 GROUP C HEALTH TEAM- I NTERD I SCI PL! NARY 

STUDENT PROJECTS 



Operational definition of Student Interdisciplinary Health Projects (SIHP) 

A SIHP should offer health education to the masses and at the 
same time allow performance of traditional services offered by vhe 
various specialties. Furthermore, these projects must facilitate 
role av/areness (inter- intra or up-front av/ar^ness) as well as promote 
students' awareness of "faculty/establishment" roles as we^l as 
the roles of non-health disciplines that effect health delivery and 
SIHPs. In addition SIHPs should set guidelines for future health 
care delivery and insure ^^^t up to date and avant garde methods 
are developed for the futc , takeover of the Heal th Del i very System 
by students. 

Statement of Purpose 

We, a group of concerned student health professionals, feel that 
an interdisciplinary approach to health care is a superior mode of 
delivery of service to the people. Moving from this assumption, v/e 
feel that student projects, capi tal i zi n^ on student idealism will 
provide experimental models which maximize utilization of limited 
nianpower resources; <^oster interprofessional interaction dissolving 
traditional role barriers; and reduce fragmentation of health care 
delivery, therefore emphasizing care to the total patient. 

This is the direction * ; feel health care should and must move 
in order to meet the increasing demands being placed upon the health, 
care delivery system. We believe that by exposing health workers 
of the future to the alternatives, prior to their entry into the 
system as we know it today, their resistance to change will be m5nimal. 
Thus by a slow evolutionary process the total health milieu may be 
gradually reoirected. 

G oals of Student Projects 

^In order to develop an effective student health project, we 
feel that the goals for the project- should be: (1) to increase the 
student awareness of the role of the other health professionals, (2) 
to provide a service to the community involved, and (3) to provide an 
adjunct to the student's educational experience. It is important to 
increase the student *s awareness of the role of the other health 
professions in order to encourage interprofessional interaction and 
thus facilitate the team approach to health care delivery. It is 
necessary that the project provide a service to the public in order 
to utilize the energy, talents, and time of the students i'nvob^ed. 
It is desirable that the project be an educational experience for 
the student to stimulate his interest in participation. 
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AcGomp] t shment of Goals 

1^ Increasing Role Awareness 

Rtecommendat ion: In order to Increase awareness of roles of 
other professions, we recommend that the following projects 
be i ni ti ated: 

a. a descriptive non- recruitment booklet covering all 
health professions to be published by the various 
student health professions 

b. an orientation program utilizing specific techniques 
in order to facilitate open i nte»-act ions within the 
group, including sensitivity anc encounter groups, 

role playing, and group conferences. Conferences should 

be developed according to the following guidelines: 

( 1 ) an orientation conference prior to the program, 

(2) an intermediate conference and (3) a final evaluation 

conference 

1. Service to Community 

Recommendation: In order to supplement existing health* care, 
unique methods of delivery should be developed. The purposes 
of these programs would be to provide primary and preventative 
heal*:h care patient referral when needed and consumer education. 
Suggested methods to achievement of these ends would include 
mobile clinics which will reach the consumer in his own 
geographic area. Permanent store front establishments would 
be necessary where mobile units are impractical. 

3. Education 

Recommendation: Student projects should constitute an educa- 
tional experience for all students participating. This experi- 
ence , although divergent from more traditional academic course- 
work, will none the less prove to be invaluable to the pro- 
ject member. This value will be difficult to assess initially, 
b'ji- despite this apparent obscurity, real worth is subtly felt 
by all preparing this paper. Expansion of role awareness and 
broadening the scope of one*s educational experience are dif- 
^ ficult to ascertain on an examination but nonetheless valuable 
ideals to be pursued. 

Suggested Student I nterdi sci pi i nary P - > th Projects 

One aim of our group was to del' .ate possible Student Inter- 
disciplinary Health Projects which r be utilized by groups inter- 
ested in developing such activities. We developed ideas on projects 
in three categories: consumer education, aid to legislative bodies, 
and a national clearinghouse for student health manpower. 

Consumer Education - The basic aim of consumer education is to bring 
the various student health professionals together to provide a 
service to the coinmunity; i.e., educating consumers to be interested 
in their own health problems and motivating them to seek solutions to 
their specific problems. Among the projects con^^idered as valuable were 
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Drug Use 
Oral Care 

Medical Economics Advisory Service ( to increase consumer 
awareness of insurance and, governmental health programs, 
such as Blue Shield and Medicare)-. 
Problems of the Aged 
Nutr i t ion 
Visual Care 
Preventative Medicine 

' The composition of the health team v;ould differ from project 

to project. For example, in a project on Problems of the Aged, the 

j primary health personnel could include pharmacy, nursing, optometry. 

! medical, podiatry, dental, social work, and nutrition studen s. As 

supporting personnel, physical therapists and audiologists could 
be ut i I i zed. 

An advantage of such educational projects is that student groups 
are freed from the necessity of working under the supervision of 
1 i censed personnel since, generally, actual medical procedures would 
not beMnvolved. Students undertaking such consumer education 
activities should be made aware of well established information 

j materials and technical expertise necessary for public education 

I availc-^ble from such nation-wide groups as Planned Parenthood, the 

American Cancer Society and the American Heart Association. This 

J information could easily be collected and effect' /ely disseminated 

I through a National Clearinghouse. 

j Aid to Legislative Bodies Health professional students are an 

! invaluable resource for law makers when considering legislation 

* that has bearing on the total health care delivery system; eg. education, 

insurance, or research. The legislators on all levels should be 
( made aware of the abilities students possess to aid them in research 

^ on pending health bills and testimony before committees. Students 

and their organizations should become involved in lobbying for 
\ orderly reform of laws governing health care delivery so that' they may 

j serve as the guidelines necessary for us to practice the type of 

health care we. envision for the years ahead. 

I Nationa l CI ear i nqhouse A National Clearinghouse for student 

interdisciplinary health projects is proposed. The office would 
serve as the hub of activity involving all facets of student in- 
volvement in the health professions. It would receive requests for 
aid by students in rural areas lacking effective health coverage, 
process these requests and act as a dispatch office for students or 
their organizations which are ready and able to respond to such re- 
quests for aid. Further, the office would be charqed with the total 
development of new SIHPs. It would assemble all information 

J necessary for this development . and communicate with those govern- 

mental, student, educator, and post graduate related groups which 
would be involved in the actual implementation of a given project. 
Realized to its fullest this office would serve as a primary source 

j for the rapid mobilization of health manpower teams in the event of 

I natural emergencies such as the recent West Virginia flooding tragedy. 




\ 
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STUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP # 7 GROUP A HEALTH DELIVERY SYSTEMS 



We believe that health care is the right of every citizen and 
that the act of providing this care is the privilege of every member 
of the health team. We submit the following recommendations for 
the revision of health delivery systems. 

Problem #1 Poor access to service and poor distribution of manpower 

Recommendat i on : Provision should be made for equal and easy 
access to all facilities and services at all times when 
needed with one equal level of care for all 

Problem #2 Inadequa^'fe portal of entry 

Recommendat i ons : 

TT Develop a definite source of primary care for all 

2. Designate one person of the health care team as 
primary contact 

3. Centralize patient health records 

4. Ensure that there exists continuity of care and follow 
up with health patients 

Problem #3 Lack of consumer education 

Recommendat i ons : 

Establish self-health education classes (use of mass 
media) 

2. inc^v.^e consumer awareness of health needs 

3. A p>roressional ^'health advisor** should be trained 
appropriately in the area of consumer education 

4. All consumers should have a clear understanding of the 
various medical fields and the types of therapy they provide 

5. The consumer should be fully informed about the care he is 
recei vi ng 

Problem #4 Cost as a barrier to health care 

Recommendation : Cost should not be a factor in determining 
access to preventative and continuing care 

Problem #5 Lack of consumer input into the health planning 
processes and continuing care 

Recommendat ions : 

The consumer must be involved in local, regional and national 
heal th planning 

2. The consumer involved in planning should be a representative 
of the community who has no conflicts of interest in health 
care concerns . 
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Problem #6 Lack of total professional input into health planning 
R^commendat ions : 

•Ti A strategy for local regional and national planning should 
be devel oped 

2. All members on the health team should be involved in the 
planning processes 

Problem #7 Present medical research efforts are disjointed and 
focus tilTnost exclusively on biomedical problems 

Recommendat i ons ; 

T~. A method for coordi nation of research efforts should be 
devel oped 

2. Attention should be given to research in health manpower 
del i very 

Problem Crisis treatment orientat ion* v. s. preventative medicine 

Recommendat i ons ; 

Ti A reimbursement mechanism should be developed to encourage 

preventative medici.ne 
2. Prevention should be incorporated as a part of primary 

heal th care 

Problem ifS Poor consumer response to the present health care system 
(see probl em #14 ) 

Recommendat i ons ; 

T] The patient should be treated in his own social environment 
with recognition of hi s .atti tudes and life style 

2. Minority recruitment into heal th. prof essi ons should be 
I ncreased 

Problem /rlO Professions are free to reject patients on an economic 
basis 

Recommendat i ons ; 

The patient should have freedom of choice for health services 
2. Reimbursement mechanisms should not permit multiple classes 

of care or denial of service to the patient 

Problem Lack of guarantees to ensure quality of care-- lack of 

responsibility and accountability 

Recommen da tions : 

Continuing education should be mandatory 

2. National standards for relicensure should be related to 
expected pe rf ormance 

3. A peer review s/stem should be developed which is inter- 
disciplinary and which involves consumers 
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Problem //1 2 Inadequacies of care to special groups, including 

prisons, nursing homes, mental institutions, migrant 
workers, minority groups 

Recommendat i ons : 

Ti Equal care should be administered to all persons 
2, No experimentation should be undertaken without the informed 
consent and f ul 1 junderstandi ng of the patient 

Problem #13 Lack of interdisciplinary health services, repetition 

of services, and a high degree of professional segregation 

Recommendations ; The following activities should be supported 
to encourage interdi sci pi i nary i nte recti on: 

1. A core health curriculum for all health professions 

2. Joint education and degrees 

3. Interdisciplinary health professions journal 

k. Interdisciplinary health professions conferences 

5, Further development of team approach to health delivery 

Problem #14 Inappropriate recruitment practices 

Recommendat i ons : 

"H Local heal th needs should be the basis of recruitment 

2, Preprofessional training should be supported and improved 

Problem #15 Inadequate recruitment and retention programs 

> Recommendat: ion : 

Economic barriers to health training should be removed 

Problem #16 Inadequate study of the health care problem and 
inadequate legislation at the national level 

Recommendat i ons ; 

Ti Develop a new "Tlexner Report'* (interdisciplinary) 

2. Develop national standards of licensure 

3. ' Establish comprehensive national health insurance 

k. Redefine the health professions and their respective functions 

Problem #17 Overeducation of professionals and lack of field 
mobi 1 i ty 

Recommendation ; Greater recognition of all areas of acquired 
knowledge is* needed among the various health professions 

Problem #18 Inadequate coordination among health care groups 
at the national level 

Recommendat i on ; A national organization should be developed 
as an umbrel 1 a for the following groups: student health 
organ i zat ions, profess ional heal th organ i zat i ons, governmental 
health author! ties, law associations and consumer associations 



Problem #19 Certain health professions are excluded from 
legislation on reimbursement 

Recommendation ; National Health Insurance should provide for 
comprehensive coverage of professional services 



Fi nal Recommendation; A National I nterdi sci pi i nary Heal th 

Student Organization should be developed to promote the objectives 
of this conference. The first priority of this organization should 
be to seek national legislation that will meet the needs identified 
in thi s document." « 
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STUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP #7 GROUP B HEALTH DELIVERY SYSTEMS 



GENERAL MANDATES: 

1. Government intervention into health care delivery systems 
is necessary, with input from professionals and consumers, because 
health delivery systems have failed to change themselves.- 

2. ■ Some form of national licensure, based perhaps on pro- 
fessional school accreditation, is necessary rather than the in- 
efficient system of state licensure which now exists. Considerations 
must be given to mandatory continuing education for relicensure. 

3. The health care delivery system must be defined by the 
consumer. 

k. The 9 a.m. - 5 p.m., weekday health care delivery system 
which now exists must be abolished in favor of community defined 
care. 

5. All health care groups must be involved in the delivery of 
health care, I ncl udi ng med i cal and non-medical personnel, 

6. Student groups must be involved in the formation of health 
care legislation. An effort should be made to inform all health 
students of pending legislation. 

7. Schools must begin to teach the interdisciplinary health 
team approach to facilitate a total health care delivery system. 

8. Open hospital staff privileges for all health care profes- 
sionals must be provided, based on accreditation of the professional 
^school . 

9. In addition to health care provisions, the entity of public 
health must be recognized as essential to total health care, and 
effectively incorporated into the health care delivery system. 

10. protection for the health care provider must be established 
and maintained through the following mechanisms: 

A. Peer review 

B. Licensure 

C. Continuing education 

D. In-House 1 iabi 1 i ty 

E. No mandatory membership requirements in national organizations 
for malpractice insurance allowance 

SPECIFIC MANDATES: 

Specific health care delivery systems mandates have been ar- 
bitrarily divided into these divisions by the workshop: 

--National 

--Regional (admi n i strati ve) 
--Local 

NATIONAL 

rr Health care should be financed by a broad-based ta^. struc- 
ture on a sliding scale. 
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2. Health care costs should be quantified through cost 
accounting and detailed budgeting. 

3. Categorical financial aid (le. Medicaid, Medicare, 
ADC, etc.) with regard to health care should be eliminated. 

A national institution should be established to coordinate 
health care delivery, v;ith possible use of the existing HEW 
structure. This institution should serve to eliminate adminis- 
trative overlap. 

5. A National Review Board should.be established with non- 
government appointed consumer representatives. The board should 
be established to include representat i^jves of the health care 
delivery team and the administering organization. 

The primary goal of health care should be prevention- 
oriented, incorporating education of the consumer and pnovider 
through mass* screeni ng, communications media, etc. to facilitate 
goal redirection from cri si s- i ntervention medicine to preventive 
m.edi ci ne. 

6. The consumer should be educated to proper utilization 
of the total health care system. 

REGIONAL 

I. The orientation of the regional health care delivery system 
should be purely administrative in nature, serving as an inter- 
mediary between the national government and the community or local level 

LOCAL 

Definition: the local health care delivery system refers to 
the actual health care delivery from office, health center, community, 
and referral area. 

1. The dignity of the consumer and the provider must be > 
maintained throughout delivery of health care by establishing one 
primary provider (practitioner) for each patient, thus avoiding 
fragmented health care. 

2. An equitable, accessible, and readily available system of 
delivery must be provided. The system should include the following 
elements: ""'^ — 

a. Rapid delivery of services 

b. Removal of transportation barriers 

c . Devel opment and effective use of a referral system 

d . Es tabl i shment of centralized interdisciplinary health care 

e . Adequate .emergency care service with trained emergency care 
personnel 

3. The definition and control of local health care service 
should be In the hands of the consumer. 

4. Quality care should be insured through the following 
mechanisms: ('! ) effective peer review, (2) review boards, (3) con- 
tinuing education. 

5. Extended care facilities and home health care services should 
be developed -In addition to acute care and out patient services. 

6. Comprehensive mental health facilities should be included 
in health care delivery systems. 

STATEMENT: Implicit in the above mandates/proposals is the under- 
standing that the health professional will be required to relinquish 
certain freedoms in order to provide total comprehensive health care 
to the people. 
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STUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP ^ 8 GROUP A HEALTH PROFESSION MOBILITY 



I ntroduct ion 

The workshop group concerned with mobility discussed many of 
the barriers to and mechanisms for advancement within the health 
careers system and concluded this discussion with the following 
suggestions, recommendations, and mandates that express student 
concern and suggestions for ways to facilitate mobility. 

Recommendat i ons : 

TT Course credit transfer, on the basis of a pass-fail system or 
a letter stating completion shouJd be established among health 
professions for comparable curriculum material. This facilitates 
mobility by eliminating unnecessary dupl i cat i on when moving from 
one health career to another or within one health career. 

II. Health education should be revised to Indlude the following: 

1. Incorporation of all health professions under one roof. 
(The idea of the university health science center should 
be a high priority consideration.) 

2. Establishment of a core curriculum especially in the basic 
sciences and also in the clinical years. 

3. Greater emphasis upon curricular reforms, including a 
greater integration of clinical and abstract didactic materials 
and a shortening of the length of professional education. 

4. Establishment of regional health centers in areas where 
medical care is inadequate. 

Health science schools should seriously consider the recom- 
mendations made by the Carnegie Commission on Higher Education. 

III. Since education credit hours do not always reflect ability, 
equitable challenge examfnations, written, oral, and practical, 
should be established. This would give recognition to skills 
and knowledge gained in both formal and informal educational 
experiences and would maximize utilisation of health manpower 
in the shortest possible time. 

IV. Education of existing high school and college counselors is 
imperative to increase awareness of the diverse opportunities in 
the health professions and allied health careers. Special em- 
phasis should be given. to the potential for vertical, hori- 
zontal, and diagonal mobility. Further, it is essential to 
develop training programs for pre-health advisors to function 

at both high school and college levels where this service is 
currently unavailable. 
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V. Admission policies and practices should be re-evaluated and 
revamped to facilitate mobility for health personnel in their 
respective careers. 

It is the consensus of this committee that too much emphasis 
is placed on grades and formal education without regard to 
experience, skill or knowledge acquired outside the systems 
of insti tutional education. 

VI. The present licensure system should be made more flexible. 

In order to f aci 1 i tate mobll i ty , implementation of the following 
proposals is recommended: 

1. Re-emphasize that specific educational programs should not 
be a pre- requi si te for licensure, 

2. Establish proficiency examinations to demonstrate already 
exi sti ng ski 1 1 s and abilities. 

3. Eliminate state boards as a requirement for licensure of 
graduates of accredited schools. 

VII. We recommend that a new student health professional organization 
be createc. This national body would be guided by local and 
regional branches. Functions of such an organization should 
include increasing health professional mobility and improving 
counselling and recruitment services. Licensed professional 
people and allied health personnel may participate in the 
organization but policy-making powers should remain in the 
hands of students. 
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STUDENT HEALTH MANPOWER CONFERENCE 
WORKSHOP ^9 GROUP A TECHNOLOGY 



PRIMARY STATEMENT: 

The goal in improving health manpower efficiency can best 
be achieved by applying technological advances at the primary 
heal th care level with emphasis on the recipient and/or consumer 
not the provider. This primary care must be preventative as 
wel 1 as curative. 

CRITERIA: 

These technological advances and applications should create 
these elements of Health care: 

Avai 1 abi 1 i ty — both facilities and personnel should exist 
for every recipient and/or consumer. 

2. Accessabi 1 i ty -- if facilities and personnel exist the recipient 
and/or consumer must be able to gain entrance to them. 

3. Acceptabi 1 j tv -^even if facilities and personnel are available 
and accessible to provide health care, the recipient and/or 
consumer must be a willing participant. 

k. Con ti nui ty --even if the above three elements are present, the 
Tieal th care delivery cannot be episodic but must be main- 
tained. 

RECOMMENDATIONS: 

I, Availability of Technology for Primary Health Care 

1. Technology and instrumentation utilization should be 
Increased to help offset the shortage of manpower for 
health care delivery, (e.g. increase the use of computers 
for patient screening) 

2. Provide new types of health care delivery systems, (e.g. 
mobile automated roving clinics) 

3. Improve the technical training of technicians to include 
preventative, as well as cuagnostic and curative techniques. 

k. Increase research in Biotechnology. 

II. Accessabi 1 i ty of Technology for Primary Health Care 

1. Remove prejudicial barriers allowing entrance to health care 
servi ces. 

2. Remove financial barriers, eg. thnbugh national health insurant 

3. Use computers to maintain health monitoring for more people 
at lower cost. 

' k. Use good management to avoid duplication of services and 
f aci 1 i ties. 
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III. Acceptability of Technology for Primary Health Care 

1. The consumer should be educated as to the advantages of 
technology derived health care versus the use of more highly 
trained professional personnel. 

2. The dehumanizing qualities'of automated health care should 
be minimi zed. 

3. The different responses of separate socio-economic classes 
to automated health care del i very ' shoul d be noted and 
appropr i ate- re-education undertaken . 

4. All the medi'cal and allied medical professions should be 
utilizeJ in communicating to the health care consumer the 
idea of automated health care delivery. 

IV. Continuity of Care Under a Technology Derived Health Care System 

1. Long term contact and rapport should be established with 
the recipient-consumer.- 

2. An equilibrium should be established between short range 
and long range goals. 

3. Utilization of technology for prevention should be established, 
(e.g. use of computers to detect small changes over 

extended periods of time ) 

4. Increase the inter-professional communication of new tech- 
nological knowl edge . 

Position on the Development of Technology in Relation to Geneticsj 

A. Majority (5) As long as there can be no assurance against 
possible misuse either by government or others, the development 
of technology necessary for genetic manipulation (ie. the mod- 
ification of the human genotype, in vivo) should be strictly 
regulated (e.g. through grant restrictions) toward the end of 
forestalling the development of genetic engineering techniques 
which man is not yet morally equipped t: command. 

Minority (4) The government at this time, should not in 
any way restrict scientific research. 

B. Majority (6) As long as there can be no assurance against 
misuse, the power to enforce genetic selection within the 
human population should be denied to the government. The 
individual must retain all rights of selection. 

Minority (3) It is not possible at this time to make a 
decision on the government's role in genetic selection within 
the human population. 

C. Unanimous However, in order to minimize individual suffering, 
all possible effort should be put into development of genetic 
counseling and genetic treatment, (i.e. the ejimination of the 
symptoms of a genetic disease.) 



Unanimous Mandate 

Whenever possible, the use of auxiliary personnel is preferable 
to the use of computers, e.g. the use of professional assistants 
instead of computers in taking medical histories. This is necessary 
to retard the continuing depersonalization of health care delivery. 
People should be used especially if their services are more efficient 
and economical. However, this should not be considered a mandate 
to increase che number of health roles without bounds. The number 
of people the patient comes i n contact wi th should be minimized 
again to maintain personal health care services. Auxiliary personnel 
should be trained to do as many different but related tasks as 
possible. 



STUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP §\0 GROUP A HEALTH PROFESSIONS dOUCATION 



We the people of the allied health professions--denti stry, 
mealcine, nursing, optometry, osteopathy, pharmacy, oodiatry, 
public health, and veterinary medici ne--make the following mandates: 

it is mandatory that: 

I. A national health organization be established and funded to 
improve health services to the American people by re-organiza- 
tion of education processes, both theoretical and practical. 

II. The student health organizations unite in a common front to 
exert pol i t ical pressure in order to ensure that adequate heal th 
care is available to all people. This is a priority to pro- 
gram change into the educational process. 

III. A similar conference be sponsored in the future in order to 
allow more students of. the allied health professions to reconvene 
and to stimulate new ideas to bring about change in the health 
educational process. 
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STUDENT HEALTH MANPOWER CONFERENCE 

WORKSHOP #10 GROUP B HEALTH PROFESSIONS EDUCATION 



The workshop on Health Professions Education of the 1972 Student 
Health Manpower Conference would like to propose eight mandates deal- 
ing with health professional education. 

K We feel that adequate student funding Is unavailable to health 
professional students. The inadequacy of funds is due to 
various factors. These include: 

1. Basic lack of funding from government and private sources 

2. Governmental cutbacks of previously available funds 

3. Lack of uniformity in distribution and availability of funds 
h. Placement of submaximal ceilings on loan amounts 

5. Parental success hindering independent students' opportunities 
for financial aid 

6. Financial counselors unaware of all available resources 

7. Individual funding unrealistic in relation to need 
Proposed solutions to above problems include: 

Student participation in dissemination of funds 

Student involvement in lobbying for increased government suppor 

Joint student- facul ty committees to determine financial needs 

M. The workshop feels a need for a National Interdisciplinary 
Organization which would facilitate intercommunication among 
health professional students. Objectives of this organization 
should include: 

1. Increased appreciation of roles of allied health professions 

2. Correlation of lobbying acttvites 

3. Development of core curriculum for all related health 
fields to prevent duplication of services, facilities, etc. 

III. Because the need exists for cooperation of faculty in facilitating 
curriculum change we feel that the health professional student 
could gain this cooperation through the following mechanisms: 

1. Increased socialization between faculty and students 

2. Involvement of interdisciplinary faculty in teaching role 

3. Interdisciplinary student exchange and externship programs 
h. Formation of speakers bureaus 

5. Involvement of faculty in student planning at the grass 
roots levi^l 

IV. The workshop feels that more emphasis should be placed on teach- 
ing methods and abilities of health profession instructors. Some 
problems with the current system include: 

1. Learning in spite of inadequate teaching ability makes the 
student's role more difficult 

2. Too much emphasis is placed on research and not enough 
on the teaching role. 



3. No formal educational training 
h. Misuse of available personnel 
Proposed solutions to the above problems might include: 
Increased use of student teaching assistants 
Valid student evaluation of faculties 
Facwlty recognition of student evaluations 
Abolition of tenure to be replaced by renewable contracts 
Requirement of periods spent in field work and continuing 
education 

Use of experts in the field of education for ir.service 
evaluation and training 

V. Lack of counseling is a basic deficiency in health professions 
education. Many counselors are lacking in a co.nplete under- 
standing of the totai health science pi cture. In the area of 
minority counseling there is a lack of uniformity in counseling 
practices and an insufficient number of counseling personnel. To 
better utilize existing counselors, health professions should 
provide any needed information, and attempts should be made to 
involve students in counseling. Their activities should in- 
clude inter and i nt ra- di sci pi i nary activities. 

VI. The workshop in education proposes that all professional health 
eare schools should maintain only pass-fail or a similar system 
of permanent records. By eliminating grade competition we may 
instill a better professional attitude toward fellov/ practitioners. 
Class rank has little correlation with the health professionals' 
effectiveness. The object of evaluating a student is to ensure 
that the student has reached an adequate competency level; there 

is no value in providing a gradient betv..*en students. The term 
"grading system" should be dropped and "competency levels" should 
replace it. 

VII. Preventive medicilie is rapidly becoming an important concept in 
total health care. We feel that courses related to this should 
be incorporated into the curricula and that government suppart 
be sol ! ci ted. 

yi I I . Continuinq education should required for all health profes- 
sionals after graduation. 
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STUDENT HEALTH MANPOWER CONFERENCE 
WORKSHOP 7^11 GROUP A QUALITY OF CARE 



Goal: Maintenance of Quality Health Care 

Recommendation: Many types of checks and balances should be 

built into the health care system in order to maintain high 
quality of care-, including such controls as (1) continuing 
education, (2) review boards and relicensurei and (3) health 
team approach 

Primary Statement: The interdisciplinary health team serves as 
a viable check and balance system ensuring quality care and 
in addition constitutes the most economical and effective mode 
of health care delivery. 

The interdisciplinary health team incorporates the following 
control mechani sms : 

1. Interprofessional consultation resulting in interdisciplinary 
interaction and accountability. Definite areas of respon- 
sibility must be designated for the various health prof ess i o.nal : 
working together as a health delivery unit. Individual 

health professionals will be held accountable for the 
professional services rendered by the other members of the 
health delivery unit. 

2. Preceptorsh ips which provide mutual learning experiences 
to health professionals and students. 

3. Consumer input into and participation in the system 

4. Motivation and/or profit incentive: 

a. Monetary--pri vate facilities 

b. Service gratification 

c. Self-help and community ownership 

MODEL DEVELOPMENT - Interdisciplinary Health Team 

The group developed four team models^ some based on theory, others 
based on actual projects. and examined them in terms of their quality 
controls and feasibility f'^r funding. 

The models which follow are four examples of health delivery units 
involving various interdisciplinary teams modified to meet local con- 
ditions. Financial support for these units varies with the specific 
areas. The model is designed to provide the most efficient and the most 
economical form of health care to the respective populations. 
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MODEL 7^1 URBAN-OUTPATIENT CARE 

I . Services Provided 

A, Minimal Clinical Services 
1 . Fami ly practi tioner 
1. Psychi atrist 

3. I nternal medi ci ne 

4. Pediatrics 

5 . Optomet ry 

3, Referral Services (medical 
the center after treatment) 

1 . Cri s i s care 

2. CI i nical care 

3. Geri atrics 

I I . Fundi ng Sources 

A. Third party payment 

B. Private individuals 



6. OB-GYN 
1\ Dentistry 
8, Pharmacy 

9» Minor diagnostic lab 
10, Clinical record maintenance 
ds should be returned to 



III. Care and Counsel 

A. Patient is assigned to a nurse liaison 

1. Fol 1 ows pat i ent through center 

2. Provides explanation of services 

B. Counsel 

1. Patient is assigned case worker for follovy-up care 

An existing urban-out-patient care model i s Laborers Voluntary 
Health Institute in St.. Louis. 



MODEL n MOBILE HEALTH UNIT 



Target: Rural area -^^^ 

6oa) : Quality comprehensive health care to rural citizens 

I . Servi ces : 

1. Multiphasic diagnostic screening, ie., minimal x-ray; hearing 
and vision; blood and urine testing, etc. 

2. Referrals to area practitioners, local medical facilities, 
medi cal center compl ex 

3. Expectant parents classes 
Diabetic teaching 

5. Wei 1 -baby cl ini cs 

6. I mmunization programs 

7. Consumer-planned health programs 

8. Cl i n i cal records 

9. Educational programs to area health workers 
I ! . Staffing: 

1. Full-time driver/l&b technician or driver/medical records 
secretary 

2. Public health nurses 

3. Students and their instructors from all health disciplines 

4. Area volunteers 

5. Area health officer or general practitioners 
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III. Fundi ng Sources : 

1.. Department of Heal th , Educat i on and Welfare: pay for imple- 
mentation of Mobile Health Unit 

2. Local funds: operating expenses 

3. Schools using Mobile Health Unit for educational facility, 
provi de i nst rue tors ' sal ary , 

IV. Qual ity Controls: 

1. Consumer involvement in planning, implementation, evaluation 

2. Interdisciplinary action and quality review 

3. Servi ce-ori anted ( non-prof i t ) 

h. Student exposure to rural health problerr.s 
5 . Preceptorsh i ps 

MODEL #3 WILDERNESS MOBILE UNIT 



Goal; Health care delivery to Eastern Washington state, predominantly 
Caucasian and Indian populations, including reservations; 
specifically, an outreach model designed to fulfill community 
needs . 



I. Services provided: 

1. Education of consumers: health habits, preventive medicine, 
immunization programs 

2. Retraining of local health paraprof ess i onal s for: 

a. Feedback and communication between consumer and deliverer 
in health care system 

b. Continuing and interim care 

c. Coordination of periodic clinics 

3. Periodic clinics from various disciplines i.e. dentistry, 
optometry, surgery, counselling, psychiatry, pediatrics, OB,Gyn, 
home nursing, occupational , therapy , physical therapy, pharmacy, et 

k. Acute care, particularly in response to consumer or local 
paraprofess ional i nput 

5. X-ray, minor laboratory, examining facilities in the mobile 
unit, staffed by physician, physician assistant, health team 

6. Diagnostic and referral privileges at local medical facilities 
in Seattle and Spokane where it is possible to utilize the 
resources of interdisciplinary health teams 

7. Communication center for coordination among community health 
paraprofessional s , mobile unit, and local medical center, etc. 

I I . Fundi ng Source : 

Public Health Service, local donations 

III. Qual i ty Control s: 

1. Consumer education 

2. Local health paraprof ess i onal s providing 
consumer i nput 

3. Interdisciplinary consultation and review 



-148- 



Mobile units delivering health care, podiatry, and dentistry 
services currently exist as Public Health Service projects and 
University - affi 1 iated units involving student preceptorshi ps. There 
are several private foundations in Washington State reviewing pro- 
posals for health care delivery systems. Many counties in Eastern 
Washington are advertising need for local medical care. 

Definition of Terms: 

1) Paraprof ess ional - individual within the specific community 
within Eastern Washington who serves as outlined in services 
item 1-2, This may be an individual who is already trained 
in some aspect of health professions and would require 
minimal retraining (some such people do live in the area 
now) or someone who has had no previous training but is 
willing to undergo some form of training and could then 
function at a level commensurate with the training, 

2) Health team - members from the interdisciplinary force 
needed for the particjlar clinic who can serve the needs 
of the community at the time of the visit, 

MODEL ^fh NEIGHBORHOOD/RURAL CLINIC 

I, Clinic Structure and Services 

A. Major operating facility 

1. Ambulatory out-patient clinic 

B. Satellite operating facilities 

1, Rehabilitation center 

2. Acute care facility 

3 • Custodi al care f aci 1 i ty 

4. Mini ma 1 care facilities 

5. Mobile urban/rural unit 

C . I npu t facilities 

1. Consultants, including the follow-tnc; health personnel: 
psychiatrist, neuro surgeon, orthopedi c surgeon, 
podiatrist, cardiologist, veterinarian, public health 
worker 

2. Medical centers 

3. Telephone lecture systems to outlying areas 

4. Telephone computer systems to hospitals, medical centers, 
research units and other health facilities 

5. Computer consultant systems to other research centers 
throughout the U.S, 

I i , Fundi ng Sources 

A, Local 

B. State 

C. Regional Medical Program - Comprehensive Health Planning 

D, Department of Health, Education and Welfare 

III. Qual i ty Cont rol s 

A. Interdisciplinary executive boards 

B. Daily patient health record reviews in each facility 



C. Weekly morbidity-mortality 

D. J.C.A. required committier 

1 . Transfusion 

2. Tissue 

3. I nfection * 

k. Therapeutic agents commi t tee 

E. Sponsorship of inservice programs 

F. Sponsorship of continuing education with required partici- 
pation-- (poi nts/credi t hours) 

G. Funding for meeting attendance 

h! Inspection and review by health workers with feedback 
I. Intern-extern programs 

IV. Population Served 

A. Neighborhood catchment area 

B. County catchment area 

C. State catchment area 

D. City catchment area 

V, Programs already proposed or implemented 

A. Health Mai.ntenance Organization plan 

B. State mental facilities 

C. Visting Nurses Associations 

D. Regi onal '.IMedi cal Program- Comprehens i ve Health Planning 

E. Public Health facilities * 

Summary: This model represents a multiphasic interdisciplinary, 
open ended operati on for total health care provided by salaried/con- 
tracted personnel through federal, state, or local funding. It is 
also applicable to group practice or Health Maintenance Organization- 
Comprehensive Health Planning programs which can be f ee-f or- servi ce 
or pre-paid. 
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STUDENT HEALTH MANPOWER CONFERENCE 
WORKSHOP in] GROUP B QUALITY OF CARE 



Recommendat i ons : 

I. A health care congress should be established with representa- 
tives of all health oriented professions. 

Functions of the health care congress: 

1. National level: --clearinghouse for health related ^terials 

--coordination of national health po . cies 
-- f nf 1 uence leg! si at ion 

2. State level: --coordinate state health policies 

--establish and administer state programs 
and projects 

3. Local level: --implement all projects 

--initiate peer review and sensitization 

II. Health education content in school curricula should be increased, 

III. National health insurance should be further researched 
and supported . 

IV. Legislation should be proposed which requires health pro- 
fessionals to show evidence of continu ng medical education. 

V. Associations that have existing interdisciplinary projects 
should be encouraged to broaden their present scope to include 
all health professions. All health professions regardless of 
scope of practice or recognition have a right to be heard 

and recognized. 

VI Hospitals should be re-evaluafed to serve as more completely 

staffed heal th facilities, to include such health personnel 
as podiatrists, optometrists, doctors of osteopathy, etc. 
In particular, the following areas of hospital administration 
need to be examined: 

1. I nter- hospi tal communications and utilization of all 
heal th servi ces 

2. Controls which are placed upon the various health professions 

3. Discrimination in hospital privileges for the various 
heal th professions 

Vll, The roles of the different health professions should be re- 
defined. Efforts to evaluate present limits on the- scope and 
practice of the health professions should be undertaken at 
the national level , 
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STATEMENT OF THE CAUCUS 
of the 

THIRD WORLD-'^ HEALTH PROFESSIONALS 
Presented at the 
STUDENT HEALTH MANPOWER CONFERENCE 



This caucus believes that indeed there does exist a health man- 
power crisis. However, contrary to widely held opinion this crisis 
exists not for most non ^'minority'* persons, but it exists as a daily 
fact of life for third world persons in the United States. Supportive 
data for this statement is manifest by the fact that only 20% of the 
problems related to health manpower are to be encountered in rural 
white communities, while the remaining 80% are evidenced in the barrios, 
the ghettos and on the reservations. 

This student health manpower conference has chosen to^ ignore the 
real 80% of the manpower problem, relegating consideration oF*^ these 
oroblems as a sub-topic under only one discussion group. By this 
relegation, the planning committee Tor this conference has demonstrated 
Its i nsens i t i vi ty and racial bias with regard to these issues. 
This i nsensi tivi ty is futher manifest in the mediocre attempts made 
by the planning group to solicit and involve minority input into the 
planning and actual participation in the conference. 

deplore the systemacic exclusion by the planning committee of 
Asian, Black, Boricua, Nat i ve Ameri can and Chicano students from 
real participation in the Student Health Manpower Conference. 

At the same time we recognize ^iiat this exclusion occurred because 
white people cannot recognize their own blatant and overt Pavlovian 
racism and oppressive methods. 

The problems delineated above are but also manifestations of the 
much greater manipulations perpetrated on minority health professional 
student organizations. These manipulations being evident in the 
fact that the Bureau of Health Manpower knowingly funded this conference 
with its above racist exclusions, and has attempted to justify this 
by manipulating their cons i de rat i on' of the request for annual con- 
ference funding by one ethnic minority student health organi zati on- the 
Student National Medical Association, and attempting to make this 
conference into one which perforce inyolvesall minority student health 
organi zat i ons . 

We deplore the fact, that the Bureau of Health Manpower Education 
and the Health Services Mental Health Administration has allowed and 
perpetuated consistent manipulation of minority people in the health 
professions by institutions and organizations receiving federal funds. 
We expect the new Office of Health Manpower Opportunity to. lead the 
Bureau in making decisions affecting minority people. 



-Third World - Men and Women who are Asian, Black, Boricua, Chicano 
and Native Ameri can 
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Wewill no longer accept this racism, this oppression, this 
paternalism, this control-all of which lead directly to continuation 
of no or poor health care delivery in our corrimuni ti es. 

White peoDle who think they are liberal CANNOT solve the health 
problems of minority people. They cannot solve the problems ,of minor- 
ity health science students. Minorities dlone, when they gain 
control of their own communities, and resotrces, can solve their 
problems. We will gain control and we will 'solve o' " own problems. 

The inclusion of non-third world persons in o.t efforts is 
purely on an ancillary basis; to aid us in the achi^'ement of our 
goal s as def i ned by us and to assist thes3 non-third orld persons 
to' eradicate the raTTsm which is their natural state. 

It is to the fulfillment of these ends that this caucus of third 
world people gathered at this meeting. While sharing the common 
bonds of oppression, this group of Asian, Black, Boricua, Chicano and 
Native American health science students, together with young pro- 
fessional' resource perbons from these groups, resisted all internal 
and external derisive methods of manipulation and achieved solidarity. 
For the first time, we as third world health professionals closed 
ranks and determined th;jt the time has indeed come for a unified 
attack against our common oppressor and by so doing begin to direct 
and rebuild our health care system for our people. 

Our resolve is stated in the recommendat io.is which follow: 

1. That these recommendations be included as a separate section in 
the proceedings of this conference. To ensure that these 
recommendations be included without alteration, that provisions 
be made by the planning committee to have representatives of 
the minority caucus be present at all deliberations relative 

to the proceedings. 

In order to ensure rapid action on these recommendations, this 
caucus has assumed the responsi b I i ty for distributing this 
statement in advance of the conference proceedings directly 
to th^fol lowing individuals and organizations. 

a. Or, Kenneth Endicott, Director, Bureau of Health Manpower, nIH 

b. Or, Vernon Wilson, Administrator, H,S.M.H,A, 

c. Mr, Stanley Thomas, Deputy Assistant Secretary for Student 
and Youth Affairs, Department of Health, Education and Welfare 

2, That thi s caucu s st rongl y recommend to the Bureau of Health 
Manpower that t^ey desist from attempts of manipulating funding 
requests madeby mi nori ty student health organizations. That 
these requests be considered o nl y for the scope of work as de- 
fined by the requesting organTzation - e,g. request to fund an 
annual' educat ion conference, remain as such, 

' Representatives from th3 Office of Health Manpower Opportunity; National 
Chicano Health Organization; Urban Coalition Health Manpower Program; 
National Medical Association - Project 75 and the National Boricua 
Health Organization, 
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3. That representatives of this minority caucus be defined as a 

planning committee for a third world health manpower conference. 
That this planning committee be provided with funding (through 
the grants to be made by the Bureau of Health Manpower) to 
attend and meet at the planned Student National Medical Associa- 
tion annual conference in two weeks, to discuss plans for im- 
plementation of the recommendations of this caucus and to 
discuss organizational plans for this conference, and the 
preparation of a grant proposal to be presented to the Bureau 
of Health Manpower for funding. 

Preliminary work for such a conference has begun at this Student 
Health Manpower Conference. Contact has been established with the 
Bureau of Health Manpower officials; the SNMA has agreed to consider 
to include in the scope of work of its annual conference provisions 
for a meeting of the planning committee; tentative program ideas 
have been formulated for a potential July conference. 
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STUOENT HEALTH MANPOWER CONFERENCE 
WOMEN'S CAUCUS, SUNDAY 



Minority Group Consensus 

The Women's Caucus at the conference calls to the attention 
of all participants that this was in fact a health MAN power 
conference. Inherent in this was the fact that the conference 
failed to address itself to ALL substantive issues relating to 
women in health, as consumers, health students, and health prac- 
titioners. Women continue to be victimized by the present systems 
of education and health care delivery.. Further, at this conference, 
no due consideration was given to the vital nepd of increasing 
recruitment of women' of ALL ethnic groups, minority and majority, 
into those health professions now deficient of adequate female 
participation. It is IMPERAPIVE that future health conferences 
address themselves to ALL HUMAN needs. 



